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INDICATIONS FOR SURGERY IN PULMONARY TUBERCULOSIS* 


By Ross Ropertson, M.D., F.R.C.S.(C.) 


Muskoka Hospital, Ont. 


ARLIER diagnosis and improved surgical 

technique have increased the frequency of 
the indication for surgery in pulmonary tuber- 
culosis to a surprising extent. At the present 
time, in the Muskoka Hospital, 53.2 per cent of 
the patients who have been in residence for over 
a year have had one or more surgical operations. 
The operations are most frequently designed to 
provide collapse therapy after the physician has 
failed to obtain an efficient collapse by pneumo- 
thorax. Exceptionally, phrenic paralysis may 
be preferred to pneumothorax in the treatment 
of minimal disease. In addition, surgery is in- 
dicated in the treatment of the complications of 
pulmonary tuberculosis, such as, pulmonary 
hemorrhage, tuberculous bronchitis, tuberculous 
empyema, and bronchopleural fistula. Broncho- 
scopy is often of great value, particularly in the 
diagnosis of tuberculous bronchitis. 

Collapse therapy is indicated for tuberculous 
cavities or areas of caseation. It is not so 
effectual for acute exudative tuberculosis, and is 
accompanied here by more frequent complica- 
tions. It is effective because it relaxes and rests 
the tuberculous lung. Cavity walls are approxi- 
mated; fibrous tissue, replacing destroyed lung 
tissue, is allowed to contract, healing or walling 
off the disease. The discharge of tubercle bacilli 
into the bronchi then ceases, rendering the 
sputum negative and preventing bronchogenic 
spread. The necessity for the addition of col- 
lapse therapy to bed rest, is strikingly illustrated 
in the following tables. 








* Presented at the Seventy-first Annual Meeting of 
the Canadian Medical Association, Section of Surgery, 
‘Toronto, on June 19, 1940. 
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TABLE I. 
Rest THERAPY ONLY 
(Barnes and Barnes?) 


616 patients with cavities seen by x-ray. 
79 per cent dead three years after diagnosis. 


COLLAPSE THERAPY 
(Robert Janes®) 


144 patients with cavities demonstrated by x-ray. 
When observed two years or more after thoracoplasty 
75 per cent working full or part time. 

10 per cent improved. 

2 per cent unimproved or worse. 
10 per cent dead. 

2 per cent untraced. 


It might be argued with fairness that the pa- 
tients selected as suitable for thoracoplasty in 
Table I were a selected group with a better prog- 
nosis, whatever the treatment. A report by 
Friedlander and Wolpaw‘ provides a comparison 
of results in similar types of patients. Thoraco- 
plasty was recommended in 143 patients, but 
operation was refused by 58. An analysis of 
these eases three years later gave the following 
results (see Table IT). 


TABLE IT. 


ANALYSIS THREE YEARS AFTER THORACOPLASTY 
RECOMMENDED 
(Friedlander and Wolpaw‘) 


85 patients who 58 patients who 
accepted operation refused operation 


percentage percentage 
Cavities closed ..... o7 10 
WORE actisescccces 7 35 
i eeeerrr Tre re 14 26 


The value of collapse therapy in minimal pul- 
monary tuberculosis is shown by the report of 
Turner and Collins (see Table III). 
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TABLE ITI. 


139 PATIENTS WITH MINIMAL TUBERCULOSIS ADMITTED 
TO SANATORIUM FROM 1930 TO 1935 
RESULTS WHEN REVIEWED IN DECEMBER, 1936 
(Turner and Collins) 


—aaeauauuqnae eee 
40 who recewed 


pneumothorax 75 rest controls 


100 per cent well. 50.6 per cent well. 


26.6 per cent active disease. 
5.3 per cent dead, 
17.3 per cent untraced. 


The most favourable time to apply surgical 
collapse therapy is shortly after the acute exuda- 
tive phase of the disease has subsided and when 
there is x-ray evidence of attempted healing by 
fibrosis. 

The operations commonly used are, in order 
of their severity, thoracoplasties of various types, 
extrapleural pneumonolysis, intrapleural pneu- 
monolysis, and phrenic paralysis. For the indi- 
vidual patient the operation is chosen that will 
give a complete collapse of the diseased area of 
lung with a minimum of interference with nor- 
mal lung tissue. The ideal collapse is one that 
is complete, selective, and permanent. Thoraco- 
plasty is the nearest approach to this ideal. 
However, many patients are too ill to withstand 
thoracoplasty, when one of the less radical and 
more revocable operations may be chosen. 





Fig. 1.—Extrapleural pneumothorax. 


In the succeeding paragraphs I shall describe 
briefly the various types of operations and show 
their application in particular cases. 


PHRENIC PARALYSIS 


The indications for phrenic paralysis may be 
conveniently listed as follows: obliterating 
pneumothorax or when pneumothorax is being 
discontinued ; cavities at the base or hilus of the 
lung; as an adjunct to pneumothorax; as a pre- 
liminary to thoracoplasty, etc. ; hemoptysis ; pain 


: a. 
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or cough from diaphragmatic adhesions ; minimal 
disease at the apex. 

Phrenic paralysis must always be temporary 
when used as a preliminary to thoracoplasty, 
and then must be used with caution. It has been 
found by Janes and Thompson that patients who 
have a paralyzed diaphragm are more likely to 
develop atelectasis of the lower lobe as a post- 
operative complication. The diaphragm may be 
paralyzed to obtain further collapse after 
thoracoplasty. 

At the first operation, the phrenic nerve is 
usually merely crushed, causing a paralysis of 
the diaphragm lasting for about six months. 
However, if the results of phrenic paralysis are 
notably successful the nerve may be avulsed at 
a subsequent operation and a permanent paraly- 
sis obtained. 


CASE 1 


This patient had had advanced pulmonary tuberculosis 
since 1931, with a large cavity in the hilus of the right 
lung, widespread infiltration throughout both lungs, and 
positive sputum. The right phrenic nerve was crushed, 
following which the cavity closed and the sputum be- 
came negative. Since the results of the temporary 
paralysis were so good it was decided to make the para- 
lysis permanent, and phrenic avulsion was done a few 
months later (Fig. 2). The sputum has remained nega- 
tive. Her general health is much improved. 


CASE 2 


This patient had a pneumothorax on the right side 
which was rapidly obliterating. Since the right lung did 
not appear to be entirely healed the right phrenic nerve 
was crushed, in order to provide additional relaxation 
(Fig. 3). 


INTRAPLEURAL PNEUMONOLYSIS 


A great many patients receiving artificial 
pneumothorax have a collapse which is rendered 
inefficient because of the presence of adhesions 
between the diseased lobe and the parietal pleura. 
These adhesions frequently can be divided safely 
by an electric cautery inserted through a can- 
nula, and manipulated under vision through a 
lighted thoracoscope passed through a second 
cannula. If the adhesions can be completely 
divided so as to relax the diseased area of lung 
a satisfactory collapse is produced. 

The indications for intrapleural pneumonoly- 
sis.—Pleural adhesions should be divided if they 
prevent the closure of tuberculous cavities or 
the relaxation of caseous areas of lung. This 
should be done even if the sputum is found to 
be negative. In the presence of a large pleural 
effusion which is indicative of tuberculous 
pleuritis intrapleural pneumonolysis is contra- 
indicated because of the danger of the develop- 
ment of tuberculous empyema. 
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CASE 3 

This patient had advanced pulmonary tuberculosis, 
with cavities in the apex of both lungs. Pneumothorax 
was commenced on the right side, but the right apex was 
held suspended by adhesions. These adhesions were then 
divided by intrapleural pneumonolysis and a good col- 
lapse obtained, Pneumothorax was then commenced on 
the left side, and the left lung was also suspended by 
numerous adhesions. These adhesions, in turn, were 
divided by intrapleural pneumonolysis, so that the pa- 
tient now has an efficient, selective bilateral collapse. 
(See Figs. 4 and 5.) This patient is not short of breath 
on moderate exertion. However, it was necessary to ad- 
minister oxygen while the pneumonolysis was being per- 
formed on the left side. Her sputum is negative, and 
clinical'y she is.quite well. 

EXTRAPLEURAL PNEUMONOLYSIS 

When the visceral and parietal layers of 
pleura are adherent, rendering intrapleural 
pneumothorax impossible, the parietal pleura 
may be stripped from the chest wall and upper 
mediastinum by dissection in the plane of the 
loose areolar tissue, the so-called endothoracic 
fascia, as illustrated in Fig. 1. 

The endothoracie fascia is approached through 
an incision along the fourth rib, posteriorly. A 
section of the fourth rib, measuring 10 to 12 em., 
is resected subperiosteally from the angle out- 
wards. The endothoracie fascia is encountered 
immediately after incising the deep layer of the 
periosteum of the rib. The parietal pleura is 
stripped off the chest wall with a sponge on 
forceps. The space thus formed is retained by 
refills of air, producing an extrapleural pneumo- 
thorax (see Fig. 1). 

When thoracoplasty is contraindicated because 
of extensive or acute disease in the opposite lung, 
or when the patient has a low respiratory re- 
serve, extrapleural pneumothorax may be indi- 
eated. In suitable cases thoracoplasty is a much 
safer operation, having fewer complications. 

Extrapleural pneumonolysis is contraindicated 
in the presence of a large superficial cavity, or 


when the parietal pleura is firmly bound to the 


ehest wall by inflammatory tissue.. The latter 
complication can only be determined at opera- 
tion. When the separation of the parietal pleura 
is difficult or diseased tissue is encountered the 
operation should be discontinued without hesi- 
tation. 


CASE 4 


This patient, who had been receiving pneumothorax 
on the left side for five years, returned to hospital with 
serious extension of her disease in the right upper lobe. 
Pneumothorax was attempted on the right side, but a 
space could not be obtained. It was felt that thoraco- 
plasty was out of the question because of the patient’s 
low respiratory reserve, the left lung being almost com- 
pletely collapsed. An extrapleural pneumothorax was 
produced on the right. (See Fig. 6.) Her sputum has 
been rendered negative and she is not short of breath on 
moderate exertion. 


CASE 5 


This patient was admitted with pulmonary tubercu- 
losis of ten years’ duration, Small cavities were seen in 
the apex of both lungs. Pneumothorax was initiated on 
the left side, and was followed by an _ intrapleural 
pneumonolysis for the division of apical adhesions. A 
good collapse was obtained on the left. Pneumothorax 
was then attempted on the right side, but without success. 
An extrapleural pneumothorax was produced on the right 
securing a good selective collapse. (See Fig. 7.) Her 
sputum has been rendered negative. 


PLOMBAGE 


If an extrapleural pneumothorax is efficient 
but is so small that it is difficult to give refills 
of air the space may be preserved by filling it 
with wax through a small incision. We believe 
that the thick lining which forms in an extra- 
pleural pneumothorax space will prevent the 
complications which are so common when plomb- 
age is used immediately after pneumonolysis. 


CASE 6 


This patient had an extrapleural pneumothorax pro- 
duced in the spring of 1938. Her sputum was rendered 
negative, and there was considerable clearing in the left 
apex. The pneumothorax space was gradually becoming 
smaller and it was rather difficult to give her refills (Fig. 
8). For this reason, the space was filled with wax in 
August, 1939 (Fig. 9). Her sputum has continued nega- 
tive, and there have been no complications attributable to 
the wax, 


THORACOPLASTY 


Various types of thoracoplasty have been de- 
signed to provide a selective collapse of the 
tuberculous areas of lung, with as little inter- 
ference as possible with normal lung tissue. 

The ideal case for thoracoplasty is one that 
has unilateral disease of less than two years’ 
duration, when the acute exudative phase has 
subsided and there is evidence of attempted 
healing by fibrosis. However, thoracoplasty is 
frequently performed on patients in whom the 
conditions are not ideal. If there is disease in 
the opposite lung which appears to be quiescent, 
or which ean first be controlled by selective 
pneumothorax or an apical thoracoplasty, thora- 
coplasty may be carried out. If the amount of 
disease in the good lung is extensive, and if its 
control necessitates a serious reduction in the 
patient’s respiratory reserve, a revocable form 
of collapse therapy, such as extrapleural pneu- 
mothorax, must be chosen. Occasionally thora- 
coplasty may be performed in the presence of 
acute exudative disease if it appears that the 
risk of waiting for the acute phase to subside 
is greater than the risk of immediate operation. 
This is particularly true in patients with open 
cavities and large quantities of bacilli-laden 
sputum, which may spread the disease to their 
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good lung. Patients selected for thoracoplasty 
must be fully grown or a severe deforming 
scoliosis of the spine will result. 

The standard thoracoplasty consists in the re- 
moval of eight to ten ribs from the transverse 
processes to the costal cartilages of the first few 
ribs, grading off below. If the cavity in the 
lung is situated near the mid-line the transverse 
processes of the corresponding thoracic vertebre 
are resected, to provide additional collapse. This 
type of thoracoplasty is used for tuberculous 
disease affecting most of the upper lobe. 
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CASE 7 

This patient was admitted to the Muskoka Hospital in 
June, 1938, with advanced pulmonary tuberculosis in the 
apex of the left lung. Two cavities about one inch in 
diameter were visible behind the first interspace and at 
the extreme apex on the left. The sputum was positive. 
The right lung was clear except for a few small calcified 
nodules near the hilus. Pneumothorax was attempted 
without success. A standard eight rib thoracoplasty was 
performed in three stages, the last stage on October 17, 
1938 (Fig. 10). Following this she made a good re- 
covery. The cavity in the left lung is closed, her sputum 
is negative, and the function of her left arm is almost 
normal. 


Semb type thoracoplasty consists in the re- 
moval of the entire first and second ribs through 
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the usual thoracoplasty incision and short sec- 
tions of the third and fourth ribs posteriorly. 
The first three intercostal bundles are then 
ligated and divided close to the spine. The bands 
of Sibson’s fascia suspending the cupola of the 
pleura are then isolated and divided, allowing 
the lung to be pushed down to the level of the 
fifth rib posteriorly. The first two intercostal 
bundles are then sewn over the depressed lung 
to the body of the fourth thoracic vertebra. The 
third intereostal bundle is sewn to the fourth 
intercostal bundle posteriorly. When the ribs 
regenerate from the periosteum attached to the 
intercostal bundles they form a bony partition 
which holds the lung down to the level of the 
fifth rib (see Fig. 11). 

This type of thoracoplasty is indicated for 
disease in the extreme apex of the lung, and 
gives an excellent selective collapse with a mini- 
mum of deformity. 


CASE 8 

This patient was admitted to hospital with a cavity 
2 em. in diameter in the apex of the left lung behind the 
first rib. She had a small amount of sputum positive for 
tubercle bacilli. The right lung was clear. A thoraco- 
plasty with Semb’s apicolysis was performed in April, 
1940. It has provided a selective collapse of the diseased 
lung, closing the cavity and rendering the sputum nega- 
tive (Fig. 11). The patient has very little deformity 
from the operation and the function of her left arm is 
almost normal (Fig. 12). 


THORACOPLASTY AND PARTIAL SCAPULECTOMY 


Consists in the removal of five to seven ribs, 
with resection of the lower angle of the scapula, 
so that the scapula can fall inward and forward 
without impinging on the remaining ribs. 


CASE 9 


This patient was admitted to hospital in the fall of 
1939 with advanced pulmonary tuberculosis in the upper 
lobe of the right lung, extending down to the sixth rib 
posteriorly. A number of small cavities were visible in 
the x-ray in the right upper lobe. The left lung was 


clear. When the acute exudative phase of her disease - 


had subsided clinically a seven rib thoracoplasty and 
partial scapulectomy was performed. The diseased right 
upper lobe has been efficiently collapsed, the cavities 
closed and her sputum rendered negative. A considerable 
portion of healthy lung below has been left unimpaired 
(Fig. 13). The function of the right shoulder is good. 


ANTERIOR THORACOPLASTY 

The anterior stage thoracoplasty consists of 
the excision of the first three or four costal 
cartilages with the.remaining sections of rib. 
The incision is made along the anterior axillary 
fold curving forward over the fifth costal carti- 
lage (see Fig. 18). The pectoralis major muscle 
is retracted medially and upwards, exposing the 
first four costal cartilages. After these have 
been resected, the insertion of the pectoralis 


minor muscle is isolated and divided, allowing 
a more complete collapse of the lateral chest 
wall without impairing abduction of the arm. 

The anterior stage of thoracoplasty is used in 
conjunction with the posterior stages previously 
discussed to close cavities which are situated 
anteriorly. It is also used in complete thoraco- 
plasties for disease affecting the entire lung or 
for tuberculous empyemas. 


CASE 10 


Fo'lowing two stages of posterior thoracoplasty with 
partial scapulectomy this patient continued to have a 
large quantity of sputum positive to tubercle bacilli. 
Tomograph x-rays revealed persistent cavities in the apex 
of the left lung behind the first two costal cartilages 
(Fig. 14). An anterior thoracoplasty was then _per- 
formed, following which the cavities closed and his 
sputum diminished and became negative. 


COMPLETE THORACOPLASTY, INCLUDING 
ANTERIOR STAGE 


A complete thoracoplasty is indicated for dis- 
ease affecting most of one lung or for tuberculous 
empyemas. 


CASE 11 


This patient was admitted to hospital in the summer 
of 1938 with secondarily infected tuberculous empyema 
on the right side, He occasionally coughed up small 
quantities of pus from his empyema, evidence of a 
bronchopleural fistula. As a preliminary to thoracoplasty 
an intercostal catheter was inserted in the fifth inter- 
space, to ensure adequate drainage. A complete thoraco- 
plasty was then performed in five stages (Fig. 15). The 
patient was discharged from hospital in December, 1939, 
with a small discharging sinus and negative sputum. 


MUSCLE-SPLITTING THORACOPLASTY 


This type of thoracoplasty is carried out 
through small muscle-splitting incisions pos- 
teriorly, combined with an anterior stage (Figs. 
17, 18 and 19). The trauma of each stage is 
considerably less than that of the usual thoraco- 
plasty. This type of thoracoplasty is indicated 
for patients who, because of the acuteness of 
their disease or poor general condition, are un- 
likely to survive the operations described above. 
Although the general condition may be poor, 
they yet have a fairly normal lung on the op- 
posite side and considerable respiratory reserve. 


Case 12 


This patient had far advanced tuberculous disease 
throughout the entire right lung. There was a large 
cavity near the hilus behind the first and second ribs 
(Fig. 16). The left lung was clear. Her sputum was 
positive for tubercle bacilli. She ran an evening tempera- 
ture between 99 and 100°, in spite of strict bed rest. 
Her general condition was poor. A complete muscle 
splitting type of thoracoplasty, with the removal of ten 
ribs, was performed in four stages. At present, her 
cavity is closed; she has no sputum and her general 
health is good. 





— 
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BRONCHOSCOPY 


1. Bronchoscopy is indicated for the differen- 
tial diagnosis of other diseases, such as broncho- 
genie carcinoma and bronchiectasis. 

2. Bronchoscopy is particularly useful in the 
diagnosis of tuberculous bronchitis, and may 
also be of use in its treatment. 

3. Blood clots or tenacious sputum may be 


removed through the bronchoseope in the pre-— 


vention or cure of atelectasis. 


CASE 13 


This patient had been receiving artificial pneumo- 
thorax on the left side for about three years. Her 
sputum continued positive for tubercle bacilli, X-ray 
showed a complete collapse of the left lung, which was 
dense and atelectacic in appearance but showed no 
evidence of cavity (Fig. 20). Bronchoscopy revealed a 
tuberculous ulceration with stenosis of the left main 
bronchus. 


The question arises whether this patient 
should have a thoracoplasty. It has been our 
experience that thoracoplasty is of little benefit 
to such patients who show no x-ray evidence of 
cavity in the lung. They continue to have posi- 
tive sputum from the tuberculous uleers in their 
bronchi, even after an extensive thoracoplasty. 
The ulcers may be cauterized through the 
bronchoscope, but with indifferent success. In 
the future, lobectomy or pneumectomy may be 
the solution for such patients. If there is a 
cavity in the lung in addition to the ulceration 
of the bronchus the cavity should be closed by 
thoracoplasty, when it may be hoped that the 
uleers will heal as the patient’s condition 
improves, 


CASE 14 


This patient was admitted to hospital with minimal 
disease in the apex of the left lung. A few months after 
admission he had a moderate hemoptysis. Following this 
he suddenly became extremely short of breath and 
cyanosed. Physical examination revealed marked retrac- 
tion of the heart and trachea to the left and dullness 
and diminished breath sounds over the left lung. A small 
pneumothorax was given on the left side to reduce the 
pull on the mediastinum; this gave him marked relief. 
Bronchoscopy was then performed and blood clots re- 
moved from the left main bronchus. Five days after 
bronchoscopy his left lung had almost completely re- 
expanded (Fig. 21). 


DERMATITIS DUE TO A RUBBER SPONGE POWDER PUFF. 
—The patient had an eruption involving the nose, the 
upper lip and the adjacent portion of the right lower 
eyelid. The eruption was of about four months’ dura- 
tion and was exceedingly itchy. The patient was in- 
structed to stop the use of her cosmetics, soap, handker- 
chiefs and cleansing tissues for two weeks. At the end 
of that time her face was practically clear, but patch 


CONCLUSIONS 

1. The most important indication for surgery 
in the treatment of pulmonary tuberculosis is 
the necessity for collapse for the closure of 
cavities. 

2. The modern thoracoplasty operation, since 
it produces complete, selective and permanent 
collapse of the diseased area of lung, is the most 


efficient method available. 


3. Extrapleural pneumothorax is valuable as 
a revocable method of collapse in patients with 
a low respiratory reserve, and in the presence 
of bilateral disease, too extensive for thoraco- 
plasty. 

4. Bronchoscopy is of great value in selecting 
patients for collapse therapy, since the presence 
of tubereulous bronchitis with ulceration or 
stenosis renders major collapse operations more 
dangerous and less likely to succeed. 

5. Since the surgical treatment of pulmonary 
tuberculosis is designed to provide collapse 
therapy and does not remove the tuberculous 
tissues, the continuation of strict bed-rest after 
operation is essential. 


I wish to express my appreciation of the valuab'e 
assistance and advice given by Doctor Robert Janes in 
the preparation of this paper, also to Doctor Harry 
Hazlewood, Physician-in-Chief of the Muskoka Hospital, 
for providing facilities which rendered its preparation 
possible. 


REFERENCES 


1. ALEXANDER, J.: The collapse enene of pulmonary 
tuberculosis, Thomas, Springfield, 37. 

2. BARNES, H. L. AND BARNES, L. R. P.: The duration of 
life in pulmonary tuberculosis with cavity, Am. Rev. 
Tuberculosis, 1928, 18: 412. 

3. City of Chicago Municipal Tuberculosis Sanitarium 
Bulletin, 1933-34. 

4. FRIEDLANDER, S. O. AND WOLPAW, S. E.: Control group 
for studying end-results of thoracoplasty, J. of 
Thoracic Surg., 1937, 6: 477. 

. HAZLEwWooD, H. AND KENDALL, W.: Twenty years’ ex- 
perience with pneumothorax. Presented before the 
Ontario Laennec Society at Muskoka Hospital for 
Consumptives, October, 1935. 

. JANES, R. M.: Surgery in the treatment of pulmonary 

tuberculosis, Canad. M. Ass. J., 1935, 33: 389. 

THOMAS, P.: Brompton Hospital Reports, 1939, 8. 

8. SALKIN, D. et al.: Blocked pulmonary cavities, Am. 

Rev. Tuberculosis, 1936, 34: 634. 

9. SIMPSON, A. E.: Cavities in pulmonary tuberculosis; 
their relation to mortality rate and duration of life, 
Am. Rev. Tuberculosis, 1935, 31: 658. 

. TIcE, F. AND HruBy, A.: Collapse therapy at Chicago 


Municipal Tuberculosis Sanitarium, J. Am. M. Ass., 
1939, 113: 101 


~1 


i 
> 


tests for these substances were negative. Later, in ob- 
taining samples for additional patch tests, it was learned 
that she had brought a rubber sponge powder puff 
shortly before the original onset of the eruption, and 
that she used the puff only when away from her home. 
The outline of the eruption was confined to the area 
of its use——L. Hollander, J. Am. M. Ass., 1940, 115: 
2271. 
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SOME FACTORS IN THE CAUSATION OF INTIMAL HAXMORRHAGES AND IN 
THE PRECIPITATION OF CORONARY THROMBI* 


By J. C. PATERSON 


Ottawa 


HE liberation of thromboplastic substances 

from lesions in the walls of arteries, particu- 
larly those affected by advanced atherosclerosis, 
may be taken as the immediate cause of precipi- 
tation of arterial thrombi. Other factors take 
part in the process, eddying and stagnation of 
blood at points of atherosclerotic stenosis, stasis 
of blood due to shock and other causes, and in- 
creased viscosity and coagulability of the blood, 
but without the primary injury to the arterial 
wall it is doubtful if thrombus formation can 
occur. This paper is concerned solely with the 
mechanism of production of intimal hemor- 
rhage, an injury which is admitted now to be 
the common precipitating cause of coronary 
thrombosis. 

Intimal hemorrhages have been noted re- 
peatedly in the past at the site of precipitation 
of coronary thrombi, but they were considered 
to be the result either of rupture of the vasa 
vasorum due to inflammation’ or of back flow 
of blood from the lumen into the intima through 
a defect produced by the rupture of an athero- 
matous ‘‘abscess’’.2 The associated thrombosis 
in the arterial lumen was regarded, therefore, as 
being due either to an inflammatory process or 
to the contact of blood with the raw surface of 
an atheromatous ulcer, and not to the intimal 
hemorrhage per se. 

In a report in 193674 and in subsequent re- 
ports,3>edefe J showed by serial sections that 


intimal hemorrhages in coronary arteries are’ 


intrinsic lesions; inflammatory changes were 
absent in most cases, and often there was no 
break in the tissues lying between the hematoma 
and the lumen of the artery. The hemorrhages 
were found to be due to the rupture of capil- 
laries which are derived from the coronary 
lumen. This finding has been confirmed and 
elaborated upon by, Wartman,‘ Winternitz and 


*From the Department of Pathology of the Ottawa 
Civic Hospital. Aided by a grant from the National 
Research Council. 

This study was begun in 1935 in the Department of 
Pathology of the University of Toronto under the direc- 
tion of the late Professor Oskar Klotz; it was continued 
at the Regina General Hospital in 1937, and since then 
at the Ottawa Civic Hospital. 


his ¢o-workers,> and Horn and Finkelstein.® 
Intimal capillaries are not normal structures; 
they are found only in sclerotic arteries, and 
they develop, apparently, in response to the 
demand for nutrition by the plaques of athero- 
sclerosis in which they ramify (Fig. 1). They 
are not related to the usual vasa vasorum al- 
though they do anastomose with these structures 
in some eases. 

The rupture of intimal capillaries and the 
subsequent formation of intimal hemorrhages 
(Fig. 2) is a fairly common finding in sclerotic 
coronary arteries; and it may lead to a variety 
of sequele, some of which are disastrous. These 
secondary phenomena have been discussed in 
detail elsewhere®’e and they may be summarized 
as follows. (1) Occasionally a small intimal 
hemorrhage which is otherwise innocuous may 
irritate the medial coat and result in spasm and 
acute coronary insufficiency. (2) In a few cases 
(13 per cent in my series) the hemorrhage at- 
tains such a size that the coronary lumen is ob- 
structed by pressure, and sudden death from 
coronary insufficiency results. (3) In approxi- 
mately one-third of the cases the only result is a 
slight inerease in the size of the atherosclerotic 
plaque, first from the addition of blood to its 
bulk, and later from the presence of products 
of repair. (4) Finally, in about half the cases 
secondary thrombosis occurs in the coronary 
lumen*@bce (Fig, 3). 

The liberation of thromboplastic substances 
from an intimal hemorrhage may occur in a 
variety of ways. When the hemorrhage is 
superficial there may be diffusion of blood and 
thromboplastic substances from the intima into 
the lumen. The rupture of the nutrient capil- 
laries may be so extensive that necrosis of the 
intima results. The necrosis may actually in- 
volve the endothelium, or the pressure of blood 
within the lumen may rupture the thin shell of 
viable tissue, thus producing a defect with a 
raw surface. When the hemorrhage occurs into 
the deeper intimal layers the capillaries adjacent 
to the point of rupture may thrombose; retro- 
grade thrombosis may then take place, and, 
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when the process reaches the origin of the capil- 
lary, the thrombus may form the nucleus of an 
occluding mass in the lumen of the coronary 
artery.3> 

Since 1935 fifty-eight fatal cases of coronary 
thrombosis have been studied by fairly exhaus- 
tive methods, including serial sections in most 
instances, and in 52 eases, or 89 per cent, an 
intimal hemorrhage has been found at the site 
of precipitation of the thrombus.*#»° Recently 
Horn and Finkelstein® have confirmed this find- 
ing in a larger series. It appears certain, there- 
fore, that intimal hemorrhage (or other 
sequele of capillary rupture) is the usual pre- 
cipitating lesion in coronary thrombosis. 

In the final analysis, then, the factors re- 
sponsible for the rupture of intimal capillaries 
are the immediate causes of precipitation of 
most coronary thrombi. Three distinct sets of 
factors are involved in the process, and it is 
with some of these that this paper is concerned. 
The integrity of a capillary wall in any part of 
the body depends on (1) the pressure of blood 
within the lumen, (2) the strength and elasti- 
city of the wall, and (3) the rigidity of the 
supporting tissue. I am presenting evidence 
here that suggests that hypertension (persistent 
or transient), increased capillary fragility due 
to avitaminosis C, and inadequate calcification 
of atheromatous foci are concerned in the 
formation of intimal hemorrhages. 


=e ENR 


HYPERTENSION 


Intracapillary pressure appears to play an 
important role in the etiology of intimal 
hemorrhage and coronary thrombosis. Intimal 
capillaries are peculiar in that they lie in direct 
communication with the lumen of a large 
artery in which the pressure of blood, even if 
normal, is relatively high, approximating that 
in the ascending aorta. They are not, like 
other capillaries, at the end of a long series of 
arteries and arterioles which absorb much of the 
pressure by friction. It is reasonable to assume 
that the pressure in intimal capillaries of the | 
coronary arteries will be further increased in t 
cases of persistent hypertension or of temporary 
elevation of blood pressure from excessive exer- 


Fig. 1.—Microphotograph showing a capillary (marked 
by arrow) arising from the lumen of a sclerotic coronary 
artery and penetrating the thickened intima. H. & E, X 
70. Fig. 2.—Microphotograph of an intimal hemorrhage 
in a sclerotic coronary artery. The arrow points to an 
intimal capillary. H. & E. X 60. Fig. 3.—Microphoto- 
graph of a coronary thrombus adjacent to, and caused 
by, an intimal hemorrhage. The hemorrhage is marked f 
by the arrow. H. & E. X 35. | 
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cise or emotion. In these circumstances the strain 
on the capillary walls will be increased and 
there will be imminent danger of capillary dila- 
tation and rupture. 


Clinieally, there is reason why this assump- 
tion is justified. Clawson’ studied the autopsies 
and clinical data in 928 fatal eases of coronary 
sclerosis, and found that thrombosis was more 
common in patients with persistent hyper- 
tension than in those without hypertension. 
Master, Dack and Jaffe® studied 500 cases of 
coronary occlusion, and found that persistent 
hypertension was present in more than half of 
the men and in four-fifths of the women. Aring 
and Merritt® investigated 96 cases of cerebral 
thrombosis (in which the common precipitating 
factor is also intimal hemorrhage*), and found 
that in 85 per cent of the cases the systolic 
blood pressure was in excess of 140 mm. of 
mereury. On elinical grounds, therefore, it 
would appear that persistent hypertension is a 
common etiological factor in the production of 
coronary thrombosis, a disease which we know 
to be caused by intimal hemorrhage. 


I have maintained for some time that if per- 
sistent hypertension can cause increased intra- 
capillary pressure and intimal hemorrhage the 
same effect will be produced by the transient 
and sudden hypertension that results from 
physical exertion and emotional stress.3>edf 
Actually, this opinion agrees with present day 
medical teaching, as expressed by Blumer? in 
1939—‘‘that either emotion or unusual physical 
exertion may play the part of the exciting rdéle 
in an attack of coronary thrombosis’’. This 
hypothesis is obviously of medicolegal impor- 
tance, particularly in Workmen’s Compensation 
Board eases. 


A group of physicians and pathologists in 
New York have disagreed with this argument 
for a variety of reasons, most of which have 
been dealt with elsewhere.?4f Recently, Master® 
has claimed that in fatal cases of coronary oc- 
clusion the incidence of intimal hemorrhage is 
the same in patients who have never had hyper- 
tension as in those who have had hypertension. 
Likewise, Horn and_ Finkelstein,® while admit- 
ting that sudden rises in coronary artery pres- 
sure may conceivably disrupt intimal capillaries, 
believe that this mechanism is not significant as 
one should otherwise encounter a much greater 
incidence of coronary occlusion in hypertensive 
individuals. Each of these authors admits that 
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intimal hemorrhage from capillary rupture is 
the important precipitating cause of coronary 
thrombosis, and the following statistical evi- 
dence, disagreeing with their findings and 
opinions, should therefore be of interest. 


The material consisted of 186 consecutive autopsies on 
patients over the age of 40 years in the Department of 
Pathology of the Ottawa Civic Hospital from May, 1938, 
to September, 1940. The degree of coronary sclerosis, the 
existence of hypertension, and the presence of intimal 
hwmorrhages of the coronary (or cerebral) arteries were 
determined in each case. 

The degree of coronary sclerosis was estimated as 
follows: It was considered slight (+) when the intimal 
changes were few and scattered; as moderate (++) 
when the intimal surfaces were covered with many 
plaques but the process had produced little or no narrow- 
ing of the lumen; and as marked (+++) when there 
was definite narrowing of the major branches (Davis 
and Klainer!!). 

Two criteria were used for determining the existence 
of hypertension: (1) A history of high blood pressure 
in excess of 150 mm. of Hg., systolic, and 100 mm. of 
Hg., diastolic, and/or (2) cardiac hypertrophy in the 
absence of valve defects (except aortic insufficiency) or 
any other known cause of hypertrophy. Heart weights 
of 500 g. or more in males, and 450 g. or more in 
females were the minimum weights regarded as indicat- 
ing that hypertension had existed. Hearts with weights 
slightly below these figures (450 to 499 g. in males and 
400 to 449 g. in females) were probably also hyper- 
tensive hearts, but these have been separated from the 
main series when no blood pressure readings were avail- 
able and have been classed as indefinite cases. These 
criteria are substantially those established by Clawson.7 

The presence or absence of intimal hemorrhages was 
determined by careful examination of the coronary 
arteries (and cerebral arteries in some cases). When 
calcification was marked, the arteries were decalcified 
before examination. Gross lesions suggestive of intimal 
hemorrhages were subjected to microscopic examination 
in all cases, as it was found occasionally that the 
hemorrhages could be simulated by dilated and engorged 
capillaries without extravasation of blood. When coro- 
nary thrombi were present, the occluded portions of the 
arteries were decalcified, and sectioned serially at in- 
tervals of 300 microns; the sections were then examined 
for the presence of intimal hemorrhages. 


The results of this study indicate clearly the 
effect of persistent hypertension on the produc- 
tion of intimal hemorrhage. When the series 
of 186 cases is taken as a whole it is found 
that intimal hemorrhages are more than five 
times as frequent in hypertensive (42 intimal 
hemorrhages in 70 cases, or 60 per cent) as in 
non-hypertensive persons (13 intimal hemor- 
rhages in 116 eases, or 11 per cent). On break- 
ing down the series into the various grades of 
coronary sclerosis a similar relative incidence is 
maintained. One hundred and seven cases of 
marked and moderate coronary sclerosis (the 
grades that have intimal capillaries) were found 
in the series. Forty-one out of 57 cases of 
hypertension with these grades of sclerosis 
showed intimal hemorrhages (72 per cent), 
while only 13 out of 50 cases of non-hyperten- 
sives with these grades of sclerosis showed in- 
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timal hemorrhages (26 per cent). When the 
comparison is confined to eases of marked coro- 
nary sclerosis alone the hypertensive group still 
shows a definite preponderance of intimal he- 
morrhages over the non-hypertensive group (82 
per cent versus 59 per cent). Elimination of 
the cases of indefinite hypertension from the 
caleulation has no appreciable effect. 


When blood pressure readings were available 
in the hypertensive groups, as they were in the 
majority, there was a consistently higher read- 
ing in the group with intimal hemorrhages (an 
average of 183 mm. systolic and 103 diastolie in 
28 cases) than in the group without intimal 


hemorrhages (an average of 169 mm. systolic. 


and 90 mm. diastolic in 18 eases). As ean be 
seen from the calculated standard deviations the 
blood pressure readings were widely scattered 
in both groups. In a small series like this they 
can be taken as indicating a trend rather than 
as being statistically significant. 


The findings in this series suggest strongly 
that persistent hypertension is intimately con- 
cerned in the rupture of intimal capillaries and 
in the formation of intimal hemorrhages. Horn 
and Finkelstein® have claimed that if hyperten- 
sion is a common cause of coronary occlusion 
there would be a greater incidence of coronary 
occlusion in hypertensive individuals. My series 
includes 70 cases of persistent hypertension ; 60 
per cent of these had intimal hemorrhages, the 
common cause of coronary occlusion, and 33 per 
cent had occlusive phenomena. In this short 
series, then, the high incidence of intimal hemor- 
rhage and coronary occlusion in hypertensive 
persons is clearly demonstrated. It shows, 
further, that the higher the blood pressure level 
the greater is the incidence of intimal hemor- 
rhage and occlusion. 


This study has been concerned solely with the 
influence of persistent hypertension on coronary 
occlusion. But one can safely assume that, if 
persistent high blood pressure can disrupt in- 
timal capillaries, the temporary rises in blood 
pressure caused by violent emotion or exercise 
will have a similar effect. 


Interesting examples of the possible effects 
of transient hypertension were encountered in 
my series. Two elderly men were admitted to 
hospital with fractured skulls and with evi- 
dence of progressively increasing intracranial 
pressure. Their blood pressures before their 
accidents were said to be normal and their 


hearts at autopsy were small; but their blood 
pressures rose to a systolic level of 240 mm. and 
170 mm., respectively, shortly before death and 
remained at these levels for several hours. At 
autopsy each case showed a moderate grade of 
coronary sclerosis with small recent intimal 
hemorrhages into atherosclerotic plaques. Five 
additional cases have been encountered in 
which there was a temporary elevation of blood 
pressure prior to death due to intracranial 
injury. None of these showed intimal hemor- 
rhages, but it is noteworthy that on the whole 
they showed a lesser grade of coronary 
sclerosis and their blood pressures did not rise 
to so high a level as in the two eases given 
above. It cannot be stated definitely that the 
intimal hemorrhages in the two positive cases 
were due to temporary hypertension from intra- 
cranial injury, but the evidence is suggestive. 
I believe that transient hypertension caused by 
excessive exertion or violent emotion will have 
a similar effect, and that these activities should 
be avoided by all patients with coronary artery 
disease. This belief agrees with present-day 
clinical opinion. 


CAPILLARY FRAGILITY 


Variation in the strength and elasticity of 
capillary walls also plays a part in the integrity 
of intimal capillaries and in the etiology of in- 
timal hemorrhages. It would appear that 
capillary fragility may be increased in several 
ways. 

Local inflammatory changes in the arterial 
wall, or toxie influences of a more general 
nature, may affect the normal ability of endo- 
thelial cells to contract and dilate. Histologi- 
cally, inflammatory infiltration in regions of 
intimal hemorrhage is not infrequent, but it is 
absent in many cases and, when present, ap- 
pears to be related to the disintegration of red 
cells and to the necrosis of tissue, and is prob- 
ably secondary. 


The influence of age on the elasticity of 
capillary walls may also be important in the 
causation of intimal hemorrhage. Cutter and 
Marquardt” have noted an inerease in fragility 
of capillary walls in direct proportion to the 
age of the patient. 

Increased capillary fragility from defective 
nutrition is another possible etiological agent, 
and in this regard one thinks immediately of 
avitaminosis C. The mode of action of vitamin 
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C is not known with certainty, but it would ap- 
pear that the essential pathological change in 
scurvy is a weakening of the endothelial walls 
of the capillaries due to or accompanied by a 
reduction in the amount of intercellular cement 
substanee.** It cannot be definitely stated that 
lesser degrees of avitaminosis C, short of 
scurvy, have a similar but slighter effect in 
weakening the walls of capillaries, although 
theoretically this is possible. If true, vitamin 
C deficiency should have an important place in 
the causation of capillary rupture with intimal 
hemorrhage and in the precipitation of coro- 
nary thrombi. An attempt has been made 
during the past seven months to determine the 
level of vitamin C nutrition in public ward 
patients, and to correlate this with clinical 
evidence of coronary occlusion and other 
diseases. 


The material consisted of 455 consecutive admissions 
(adults) to the public medical wards of the Ottawa 
Civic Hospital from February 16, 1940, to September 1, 
1940. On the second day of hospitalization 7 ¢.c. of 
venous blood were withdrawn fasting from each patient, 
and placed in a test tube with 2 drops of 20 per cent 
potassium oxalate and 2 drops of 2 per cent potassium 
cyanide. The test tube was firmly corked, shaken and 
sent to the laboratory where an estimation of the vitamin 
C content was done as soon as possible. The method 
used was that described by Farmer and Abt,14 using 
titration with indophenol. The clinical diagnosis on each 
case was obtained at a later date. Im cases of coronary 
thrombosis the diagnosis was made on a typical history 
and physical signs, plus electrocardiographic confirmation 
in most cases, In this study the blood plasma vitamin 
C concentration was used in preference to the vitamin 
C storage level, first, because it was more practicable, 
and, secondly, because it represents a measure of the 
immediate nutritive level of the vitamin. 


A number of interesting points were noted in 
the series. First, a marked degree of vitamin 


C deficiency in public ward patients was noted 
—9d5.8 per cent of cases showed a fasting level 


of less than 0.5 mg. per 100 ¢.c. of plasma, the 


lowest limit of normal by most investigators.® 
If 0.4 mg. per cent is taken as the lowest limit 
of the normal,’® 29.9 per cent of the series were 
below this level. The aegree of deficiency was 
practically the same in young adults as in older 
individuals. The high incidence of inadequate 
vitamin C blood concentration in public ward 
patients is not surprising considering their 
financial status, but it has been shown by Croft 
and Snorf*® that a similar degree of deficiency 
exists in private patients, particularly those 
with gastro-intestinal disturbances. 

A definite seasonal variation in the blood 
plasma vitamin C concentration was noted in 
the series, 65 per cent of the cases were below 


0.5 mg. per cent in February, March, April and 
May, while only 42 per cent of the cases were 
below 0.5 mg. per cent in the summer months 
(June, July, August). The rise in the general 
level of blood vitamin C concentration during 
the summer coincides with the influx of cheap 
fresh vegetables and fruit on the market. 


The relation of blood plasma vitamin C con- 
centration to disease was more difficult to 
evaluate. However, a striking feature in the 
series was the low concentrations noted in most 
of the patients with signs and symptoms of 
coronary occlusion, 81 per cent of the cases 
showing a concentration below 0.5 mg. per cent. 
This high incidence of vitamin C deficiency was 
not reached by any other type of disease in the 
series. Even gastro-intestinal diseases, includ- 
ing peptic ulcer, showed a higher vitamin C 
level on the average than did coronary occlu- 
sion, and this is surprising when one considers 
the effect of gastro-intestinal dysfunction on 
diet. Cases of indefinite coronary thrombosis 
and of cerebral thrombosis also showed a pro- 
nounced grade of vitamin C deficiency, al- 
though somewhat less than that in the definite 
coronary occlusion group. 

It was interesting to compare the seasonal 
incidence of coronary thrombosis as established 
by Bean and Mills,’’ with the average blood 
plasma vitamin C coneentration of public ward 
patients during the winter and summer months. 
Coronary occlusion has been established to be 
more frequent in the winter than in the sum- 
mer, and, as has been shown here, the average 
blood plasma vitamin C concentration is lower 
in the winter than in the summer. This finding, 
in association with an almost constant low 
blood vitamin C concentration in cases of coro- 
nary occlusion, suggests a reason for the 
seasonal variation of the disease. The seasonal 
variation in coronary thrombosis may also be 
due in part to the fact that every period of 
passing cold is associated with an increase in 
blood pressure (W. F. Petersen). 


The evidence presented here suggests that a 
deficient blood plasma vitamin C concentration 
may increase capillary fragility and thus play a 
part in capillary rupture, intimal hemorrhage, 


and precipitation of coronary thrombi. How- 


ever, as Abt and Farmer’® remark, the whole 
field of vitamin C nutrition is but in its infaney, 
and much more experimental and clinical 
evidence must be accumulated before any 
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definite claims are justified. At the same time 
there is sufficient evidence to warrant the 
recommendation that patients with coronary 
artery disease be assured of an adequate vita- 
min C intake either by proper diet or by the 
exhibition of ascorbie acid, an innocuous drug. 


ATHEROMATOUS DEGENERATION 


The third factor, the rigidity of the support- 
ing stroma, appears to play an important part 
in preserving the continuity of the walls of 
intimal eapillaries. One of the most striking 
observations in this series was that intimal 
hemorrhages had occurred almost without ex- 
ception into softened plaques. It is assumed 
that softening, which is a physical character of 
atheroma, allows the pressure of blood within 
the capillary to dilate its walls to the extent 
that rupture eventually occurs. This assump- 
tion is borne out by the fact that intimal capil- 
laries are usually of small calibre as they 
traverse the denser intimal layers, while they 
are frequently dilated in areas of atheroma. 
Further, the age incidence of coronary throm- 
bosis and intimal hemorrhage corresponds 
roughly with that in which atheroma usually 
develops, 2.e., late middle age. Younger per- 
sons with characteristically dense. and fibrous 
arteriosclerotic lesions and elderly persons with 
heavily calcified plaques are not so prone 
either to intimal hemorrhage or to coronary 
thrombosis. An interesting example of the 
protection afforded by calcification was seen in 
one of my series. In this case, the three main 
coronary arteries were intensely calcified ; they 
were so hard that it was impossible to cut them 
with the knife or scissors without causing frag- 
mentation of the walls of the vessels. This 
condition of calcification was general except 
for the immediate points of origin of the two 
main trunks and a distally placed small seg- 
ment of the right coronary artery. In the 
latter area the wall of the vessel could be in- 
cised cleanly and with ease, and there the 
intimal hemorrhage and thrombus were found. 

The calcification of atherosclerotic plaques 
appears to be but another manifestation of the 
general principle that any area of devitalized 
tissue will become infiltrated with lime salts.’ 
The calcification of sclerotic arteries is there- 
fore a protective phenomenon, strengthening 
weakened areas, and preventing gross rupture 
of the arterial walls and also the rupture of 
intimal eapillaries. Theoretically, an adequate 


calcium intake would appear to be indicated in 
all patients with coronary sclerosis. One is 
tempted to go farther and recommend a more 
rapid laying down of calcium by the exhibition 
of large doses of irradiated ergosterol (vitamin 
D). However, this procedure has no experi- 
mental backing and cannot be advised in the 
state of our present knowledge. Harrison? 
produced experimental cholesterol atherosclero- 
sis in a series of rabbits, following which he 
fed them large doses of irradiated ergosterol 
for six months. Two distinet types of lesions 
were noted at autopsy; intimal atheromatous 
foci in which ealeification was slight or absent, 
and media: calcification at the extreme edges 
of the atherosclerotic plaques. 


SUMMARY AND CONCLUSIONS 


The evidence supporting the hypothesis that 
the common cause of coronary thrombosis is an 
intimal hemorrhage is reviewed. Intimal 
hemorrhages are shown to result from the rup- 
ture of capillaries which are derived from the 
coronary lumen. 


Some of the factors that are concerned in the 
rupture of intimal capillaries have been studied, 
and the results reported. 


It is shown that increased intracapillary 
pressure, due to persistent hypertension, is a 
major factor in the formation of intimal 
hemorrhages and in the precipitation of coro- 
nary thrombi. As transient hypertension due 
to violent physical exertion or emotion will 
have a similar effect, these activities should be 
avoided by patients with coronary artery dis- 
ease. This conclusion agrees with present day 
clinical opinion. 

The relation of vitamin C deficiency to the 
incidence of coronary thrombosis has been 
studied, and from the available evidence it is 
suggested that increased capillary fragility due 
to inadequate blood concentration of this vita- 
min may be concerned in the causation of some 
eases of coronary thrombosis. It is therefore 
recommended that patients with coronary 
artery disease be assured of an adequate vita- 
min C intake. 


Finally, it is suggested that the calcification 
of atherosclerotic plaques may protect against 
intimal hemorrhages and coronary thrombosis. 
An ample ealecium intake is therefore also 
recommended for patients with coronary artery 
disease. 


es 
one. 
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The statistical data reported here, particu- 
larly those concerning blood plasma vitamin C 
concentrations, are admittedly insufficient for 
any definite conclusions to be drawn; they are 
being presented, now, only because the further 
study has been postponed indefinitely. 
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THE TREATMENT OF LICHEN PLANUS WITH VITAMIN B COMPLEX* 


By J. F. Burcess, M.D. 
Montreal 


AMONG the cutaneous reactions there is none, 

perhaps, more specific in its manifestations 
than lichen planus. Clinically, the primary 
lesion is a small, violaceous, polygonal papule, 
with a plateau-like surface which reflects the 
rays of light, and covered, not infrequently, with 
fine strie first described by Wickham. In gen- 
eral, the histological picture is that of a specific 
inflammatory eruption with a characteristic 
band-like infiltration of cells in the upper part 
of the true skin, over which there is a hyper- 
plasia of some elements of the epidermis. In 
the course of its evolution we have acute and 
chronic manifestations. As in other diseases, 
and depending upon the intensity of the reactive 
capacity of the skin, there may be a simple 
erythemato-papular form of the disease, or we 
may see marked hypertrophic plaques of long 
duration. Atrophy may also supervene and few 
of the original primary lesions of the skin are 
seen, Again, the disease may be generalized, 
with involvement of a large part of the body 
surface, including the mucous membranes, or it 
may be localized in patches or plaques where 
there is a marked thickening of the integument. 


* Read at the Seventy-first Annual Meeting of the 
Canadian Medical Association, Section of Dermatology, 
Toronto, June 20, 1940: 


It is also important to remember that sometimes 
a chronic thickened plaque of long standing co- 
exists with an acute generalized eruption of more 
recent onset, suggesting a dissemination from 


‘the older plaque, but this idea is not borne out 


by any scientific investigation. Also, we may 
have lichen planus which involves only the 
glabrous skin, or it may specifically affect the 
pilo-sebaceous orifices, with a resulting hyper- 
keratosis and a_ spino-follicular formation. 
Sometimes the distribution may take on a specific 
zoniform appearance, suggesting a relationship 
between this arrangement of lesions and the 
nerve distribution as controlled by a cord 
segment. 

The etiology of lichen planus is not known. 
Many theories have been advanced, based chiefly 
on clinical observation. Parasitic, microbic, and 
toxic etiological factors, amongst others, have 
been considered, without actual proof as a 
result of scientific investigation. The majority 


of dermatologists have usually resorted to the 
theory of nervous causation to account for the 
occurrence of the eruption in many individuals. 
Ramel was able to determine that a violent emo- 
tional shock produced the eruption in some 
eases and that cure resulted only after psycho- 
Sequeira noted, 


analytical treatment. in the 
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last Great War, that lichen planus seemed to 
increase amongst the civilian population, but 
could find no corresponding increase in the 
soldiers who engaged in the actual hostilities. 
On the other hand, certain observers, particu- 
larly in France, were not able to bear out this 
contention. The good effects obtained by lum- 
bar puncture in some cases have been ascribed 
to the psychic value of this procedure. The 
value of irradiation of certain segments of the 
spinal column similarly has been construed as 
due to its good mental effect on these patients. 
On the other hand, it is well known that certain 
drugs are capable of calling forth an attack of 
lichen planus, such as the arsenicals and gold 
compounds, suggesting the possible presence of 
a biotropic reactivation of some microbie focus. 
It may be noted here, also, that irradiation of 
the spine has been known to produce an exacer- 
bation of the eruption, perhaps also suggesting 
a biotropie action. 

The influence of trauma in the course of an 
attack seems to present similarities to certain 
other diseases. Actual traumatization of the skin 
in lichen planus commonly produces linear mani- 
festations of the disease at the height of the 
eruption. In psoriasis, also, there is a similar 
response to trauma in a certain hyperactive 
phase of the disease —the so-called ‘‘Kobner 
phenomenon’’. We see this, too, in eezematous 
people, particularly the nervous highly-strung 
individual who has a marked pruritus of the 
skin. I have observed it in the small scratch 
marks following protein skin tests as linear 
eczematized areas lasting three to four weeks, 
and in urticaria factitia trauma calls forth a 
temporary manifestation of urticaria at the site 
of the injury. It is probable that all these 
closely allied phenomena are due to a direct 
cellular activation in the skin, but at the same 
time are determined by, perhaps, abnormal 
stimuli from the central nervous system. 

In general, the treatment of lichen planus has 
largely been of such a character that the nervous 
state of the patient as a whole, including his 
skin, is soothed by general and local remedies. 
Such treatment consists usually of rest in bed, 
sedatives of various kinds, and local soothing ap- 
plications. Empirically, it has been found that 
two drugs have been of value in causing the 
eruption to disappear, namely, arsenic and 
mereury. Sometimes arsenic by mouth or by 
injection has been efficacious; at other times 
mereury in different forms has seemed equally 


valuable, and, again, many cases have seemed 
to me to be non-responsive to either form of 
treatment. 

For the past six months I have been interested 
in following a series of cases of lichen planus 
from the standpoint of the effect of treatment 
with vitamin B complex. Since the outbreak of 
the war, in my experience, lichen planus has 
been more frequent than usual. The number of 
cases seen in practice from September, 1939, to 
May, 1940, was three times that seen in the 
corresponding period of September, 1938, to 
May, 1939. There is then this idea that there 
exists in these people a certain psycho-neurotic 
background which breaks down under the stress 
and strain of unusual nervous tension, to reveal 
itself in this specific cutaneous manifestation. I 
have, therefore, to present to you some observa- 
tions on a series of 15 cases of lichen planus 
which have been treated with vitamin B complex, 
and I hope to be able to draw certain conclusions 
as a result of their course and their reactions 
to this form of treatment. 


CasE 1 


D., female, aged 37, presented a marked generalized, 
very irritable, papular and confluent lichen planus of 
seven weeks’ duration. There was a history of some 
domestic worry, and she was rather emotional when first 
seen. She had received arsenic without benefit. The 
irritability of the skin was intense and she was unable 
to sleep. In November, 1939, she was given thiamin 
chloride, 3,000 I.U. and 2 c.c. of liver extract intramuscu- 
larly twice a week. She showed in a few days a marked 
lessening of her irritability with beginning involution of 
the lesions. In two weeks her condition had shown a 
marked change and most of the lesions had begun to 
flatten and become pigmented. She received in all six 
such injections over three weeks, at the end of which 
time she had improved so much that they were discon- 
tinued and she was given beminal by mouth only. Some 
soothing applications were used locally. When seen a 
month later she had become markedly pigmented, her 
general health had improved, and there was no more need 
for treatment. 


CASE 2 


J.S., male, aged 46, (Figs. 1 and 2) presented 
marked generalized plaques on the legs, hands, forehead 
and buccal mucosa, which had been present for two 
months, associated with great irritability and a cor- 
responding loss of sleep. I have no definite history of 
nervous worry in his case. He was given beminal by 
mouth, with liver extract 2 ¢.c. every second day for 
three injections. At the end of one week the lesions had 
markedly regressed and his irritability had practically 
gone. As he lived out of town he continued with the use 
of beminal and liver capsules by mouth. When seen one 
month later some colour remained in the lesions, which 
had completely flattened and no thickening could be felt. 
At the end of two months, on his next visit, all the 
lesions had disappeared, with the exception of a mild 
residual pigmentation. 


CASE 3 
J.M., male, aged 53, presented a markedly hyper- 
trophic lichen planus involving the legs, of one year’s 
duration, and in February, 1940, the eruption had be- 
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come generalized. He was very nervous and upset as a 
result of some worries over the war. In March, 1940, 
he was admitted to the ward, where he was given beminal, 
1 drachm four times daily, and 150 mg. of nicotinic acid 
daily. In four days a very striking regression occurred. 
All the irritability had gone, the younger lesions in the 
body showed a marked regression, with pigmentation, and 
the hypertrophic lesions had begun definitely to become 
flattened. He continued with his treatment in hospital 
for three weeks, and following his discharge his general 
aspect and demeanour had improved considerably and he 
had no further irritability of the skin. He continued 
with his vitamin B complex and when last seen, six weeks 
later in the Out-patient Department, moderate thickening 
remained in the legs, with marked pigmentation. (The 
improvement here was spectacular. ) 


beminal by mouth and liver extract daily by injection, 
and under hospital care, within three weeks the eruption 
had steadily regressed. 


CASE 7 


W.F., female, aged 26, had discrete umbilicated 
papules of lichen planus on the dorsa of both hands, 
which had been present for six years, and there was a 
moderate irritability. In January, 1940, she was given 
beminal and liver capsules by mouth, and in six weeks 
the papules had entirely disappeared. 


CASE 8 


P.L., male, aged 63, presented thickened, circinate 
plaques of lichen planus on each leg of three years’ 
duration. There were also white patches in the buccal 





Fig. 1 


Fig. 2 


CASE 4 


R.M., male aged 42, presented a marked lichen 
planus in- plaques on the dorsa of the feet, hands, and 
palms. This was apparently precipitated by arsenical 
medication in the course of anti-luetic treatment. <A 
biopsy confirmed the diagnosis. He was given beminal 
by mouth, along with liver extract by injection. In three 
weeks a very marked involution had occurred, the irrita- 
bility had disappeared, and little thickening was to be 
felt. However, some general redness remained at the 
site of these plaques and thiamin chloride was given by 
injection in conjunction with his liver extract twice week- 
ly. When last seen, at the end of a month, there was 
little evidence of the disease. 


CASE 5 


S.L., male, aged 59. This patient showed a marked, 
generalized, nodular lichen planus involving chiefly the 
arms and legs, of six months’ standing. In November, 
1939, under yeast by mouth and liver extract by injec- 
tion, he showed a progressive flattening of the lesions 
and a moderate lessening of the irritability. He then 
developed an acute lymphatic leukemia, for which he was 
admitted to the hospital and the treatment was discon- 
tinued. While in hospital the nodules became more 
irritable and no further improvement occurred. In 
March, 1940, he was again put on yeast and 150 mg. of 
nicotinic acid by mouth, which was followed by a slow, 
steady improvement that, however, was not rapid, but his 
irritability has steadily subsided since that time. There 
was a partial improvement in his case. 


CASE 6 
8.D., female, aged 69, presented a generalized lichen 
planus of three months’ duration. She had been given 
arsenic, without success, by her family ‘physician. Under 


Fig. 3 Fig. 4 


mucosa. The patient was of a very highly-strung, 
nervous, worrisome disposition, and there was marked 
irritability in these patches. In February, 1940, he was 
given beminal and liver extract by mouth, and in one 
month, when seen again, the areas had become brown; 
little or no irritation remained and, at the same time, the 
lesions on the mucous membrane began to assume a 
normal colour. It was notable that his general nervous 
irritability, according to his own statement, had improved 
considerably, and he tired less easily. A month later the 
lesions showed a residual pigmentation. 


CASE 9 


R.O., female, aged 58, presented a marked lichen 
planus of the mucous membrane of the mouth, which had 
been present for two years, and for which she had re- 
ceived some x-ray treatment without much change. She 
was given fresh brewers’ yeast and 150 mg. of nicotinic 
acid by mouth, and in one month the white patches in 
the mouth had largely disappeared and some slight 
erythema remained. She continued to improve over the 
next month. However, after three months of vitamin B 
complex therapy, some slight roughness still persisted. 
She had been very nervous, and it was noteworthy that 
she had gained in weight to a considerable extent and 
her general health had greatly improved. 


CASE 10 


J.A., male, aged 58, presented a marked charac- 
teristic lichen planus of the buccal mucosa and of the 
tongue, which had been present for about four months. 
It was associated with a sense of burning and pain. To 
me the subjective symptoms were far out of proportion 
to the general run of such cases. He had a very marked 


mother-complex and the condition started at the time of 
Other factors present in 


her death in November, 1939. 
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this man were domestic upsets and a certain definite lack 
of confidence in his ability. He was highly intelligent 
but had a marked inferiority complex. Under liver 
extract by injection, yeast, beminal, riboflavine, nicotinic 
acid and thiamin chloride, along with complete relaxation 
in the hospital, he showed but temporary improvement 
and failed to demonstrate any real progress. A complete 
change of environment failed to improve his condition to 
any appreciable degree, and the subjective symptoms re- 
curred at definite intervals. He had also been given a 
course of arsenic by injection, mercury by mouth, and 
x-ray treatment locally, without the slightest effect. 
When seen two months later the lesions on the hands and 
arms had increased in number and were hypertrophic. 
Here, I think, we were dealing with a very psycho- 
neurotic individual in whom these mental perturbations 
continued, and I think that in his case these factors were 
decisive and accounted for the failure of any form of 
treatment. 


CasE 11 


H.W., male, aged 40 (Fig. 3), showed a papular, 
umbilicated lichen planus on the dorsa of both hands 
which had been present for 18 months, with marked 
irritability. At the onset of the war in September an 
accentuation of the condition occurred, because, apparent- 
ly, of his fear of his inability to stand up under army 
conditions. In September, 1939, he was given a course 
of bismuth by injection, with some flattening of the 
lesions, but new lesions continued to develop in this area. 
In January, 1940, he was given thiamin chloride and 
liver extract by injection twice weekly for eight weeks, 
with partial improvement. In March, 1940, he was then 
given yeast by mouth, along with 150 mg. of nicotinic 
acid daily, and in three weeks a very marked improve- 
ment occurred. One month later he presented only a few 
residual lesions, which, however, have not entirely dis- 
appeared. 


CASE 12 


C., female, aged 49, in September, 1939, in the course 
of antiluetic therapy, developed marked generalized 
lichen planus. When seen in February, 1940, for the 
first time she showed marked residual pigmentation, 
chiefly in the axille, and also a large number of vio- 
laceous flat-topped papules along the sides of the chest 
and abdomen. At this time she was given fresh brewers’ 
yeast, with thiamin chloride by injection twice weekly. 
In one month the papules had entirely disappeared, but 


apparently there was little effect upon the residual pig- 
mentation. 


CASE 13 


A.C., female, aged 47, presented an acute, very 
irritable, hypertrophic lichen planus of the arms, hands, 
ankles, legs and thighs, which had been present for two 
months. She was first seen in March, 1940, having had a 
course of arsenic by injection without effect. Under 
liver extract and thiamin chloride by injection, in two 
weeks she made a very marked improvement, but rapidly 
relapsed in the following week, when an intensification 
of the eruption, both subjectively and objectively, oc- 
curred, It is noteworthy here that her emotional balance 
was greatly upset due to the fact that one of her sons 
had already left for England in the army, and another 
son had joined the naval forces. She was admitted to 
hospital, and under vitamin B complex and the relaxa- 
tion of hospital rest she made a progressive improve- 
ment, but her final cure is still in abeyance. 


CasE 14 


N.S., male, aged 79, presented a lichen planus of the 
dorsa of the hands of two months’ duration, with a 
moderate irritability. The onset of this eruption co- 
incided with a heart attack, which he frankly admitted 
had worried him considerably. However, under vitamin 
B complex little change in the eruption can be recorded 
and following this x-ray treatment was given, up to the 
limit of tolerance, also without any appreciable improve- 
ment. 


CasE 15 


L.C., male, aged 42, (Fig. 4) showed a patchy hyper- 
trophic lichen planus of the inner aspect of the right 
knee, of four years’ duration. In August, 1939, improve- 
ment occurred under x-ray treatment. In November, 
1939, due to continued irritability, he was given beminal 
by mouth and liver extract by injection twice weekly. 
In two months the thickening disappeared and the irrita- 
bility had markedly decreased, and an atrophic appear- 
rance presented itself, with still some residual redness 
of the lesions. Nicotinic acid was then added to his 
therapy, with a further progressive improvement, but 
without, however, the patches becoming entirely clear. 


CoMMENT 


A study of the cases here tabulated seems to 
bear out the view long held that there is an 
important relationship between dermatological 
and neurological reactions in this disease. There 
would seem to be a psycho-neurotie background, 
the breakdown of which, in consequence of 
mental stress and worry, leads to an outbreak 
of this disease, and that, therefore, worry and 
nervous influences of various kinds act as pre- 
cipitating causes only in the presence of a defi- 
nite psycho-neurosis. 

In this series, in general, the response to vita- 
min B complex in the acute cases has been good, 
exerting almost, at times, a specific-effect. The 
response would seem to have been much slower 
in chronic cases with much thickening of the 
skin. Where the psycho-neurosis is marked, in 
the presence of continued mental unrest and 
perturbation, therapy with vitamin B complex, 
as with certain empirical remedies, would seem 
to be ineffectual. 

Attempts to ascertain the possible value of 
individual vitamin constituents of B complex 
did not reveal any therapeutic specificity, and it 
would appear that the administration of vitamin 
B complex, as a whole, should be recommended 
as being the more efficacious in the treatment of 
lichen planus by this means. 


I have to thank Ayerst, McKenna & Harrison for 
their very liberal supply of vitamin B products of their 
manufacture. 
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THE PRESENT STATUS OF TREATMENT OF CORONARY ARTERY DISEASE* 


By R. S. STEVENS 


Ottawa 


HE history of our knowledge of coronary 

artery disease and its treatment has been 
characterized by much trial and error, and as 
we look back over the past it is not difficult to 
see where real progress has been made. It is 
not easy to put a value on contemporary opinion, 
and yet in order that our therapy may be most 
effective we should attempt to put a value on 
the essentials as distinguished from the current 
fashions. 

In 1768 Wm. Heberden wrote: ‘‘But there 
is a disorder of the breast marked with strong 
and peculiar symptoms, considerable for the 
kind of danger belonging to it, and not extreme- 
ly rare, which deserves to be mentioned more at 
length. The seat of it, and the sense of strangling 
and anxiety with which it is attended, may make 
it not improperly be called angina pectoris— 
with respect to the treatment of this complaint 
I have little or nothing to advance—quiet and 
warmth, and spirituous liquors help to restore 
patients who are nearly exhausted—opium at 
bedtime will prevent the attacks at night.’’ 
Fothergill in 1776 appreciated the relation be- 
tween flatulence and angina pectoris and ad- 
vocated the use of peppermint to facilitate the 
eructation of gas. In 1817, Reid, of Ireland, 
recommended inhalation of oxygen, and in 1854 
Stokes advocated the use of chloroform. The 
first real therapeutic triumph occurred in 1867 
when Brunton introduced amyl nitrite. This 
work paved the way for further investigation 
of the nitrites. Balfour, in 1876, was an ardent 
advocate of the iodides, and in 1879, Murrell 
brought forth the valuable drug, nitroglycerine. 
In 1892 Evans employed sparteine sulphate, 
and in 1895 Askanazy introduced theobromine 
sodium salicylate (diuretin). Erythrol tetrani- 
trate was used by Bradbury in 1897, and in 
1902 theobromine was introduced by Askanazy. 

Further therapeutic measures appeared in 
rapid succession. Chloral and ammonium bro- 
mide were introduced in 1908 by MacKenzie, 
cervical sympathectomy in 1916 by Joannisco, 





* Read at the Seventy-first Annual Meeting of the 
Canadian Medical Association, Section of Medicine, 
Toronto, June 21, 1940. 


intravenous injection of hypertonic glucose solu- 
tion by Klewitz and Kirsheim in 1922, resection 
of the paravertebral nerves in 1923 by Danielo- . 
polu, ablation of the thyroid gland in 1933 by 
Blumgart, transplantation of a pedicle flap of 
the pectoral muscle to the epicardium in the 
hope of establishing an extrinsic blood supply in 
1935, by Beck. 

A therapeutic program in patients with coro- 
nary artery disease might be subdivided as 
follows: (1) the treatment of congestive failure ; 
(2) the relief of cardiac pain; (3) the treatment 
of acute coronary occlusion; (4) the approach 
to the patient. The time allowed this paper 
does not admit of any detailed discussion of this 
broad subject, and I propose to confine my re- 
marks to some consideration of the drugs most 
commonly used and of our general approach to 
the patient, particularly the patient with angina 
pectoris. 

Morphine. —It is interesting to note that 
Heberden indicated that opium would relieve 
nocturnal pain. Any remarks about opium 
derivatives, and particularly morphine, obvious- 
ly refer to their use in coronary thrombosis, as 
the drug has little place in the treatment of 
angina pectoris. There is much reference in the 
literature to the effect that morphia in large 
doses is indicated. This conception arises from 
the belief that the pain must be entirely or al- 
most entirely relieved. Again, it is commonly 
believed that these patients are tolerant to 
morphia since pain is an antidote to morphine 
poisoning. Such a generalization developed 
earlier with reference to the severe cases; more 
recently improved methods of diagnosis have 
made possible the recognition of the milder cases, 
many of which do not require morphine at all. 
Morphine gives relief from pain by raising the 
threshold at the centre and not by causing 
coronary dilatation. The drug, in fact, causes 
constriction of smooth muscle and by its vagal 
action constricts the coronary bed. Its value 


lies not only in the relief from pain but in 
the euphoria which it produces and in the aboli- 
tion of a tendency to move about. Morphine is 
a powerful respiratory depressant. It produces 
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vomiting, constipation, and abdominal disten- 
sion. It also produces strong vagal stimulation 
which may be responsible for ectopic rhythms 
such as a dangerous ventricular tachycardia, 
and it may cause retention of urine as a result 
of stimulation of the bladder sphincter. As 
many of these patients are advanced in years 
and have prostatic hypertrophy, the possibility 
of too much morphine producing a prostatic 
complication as a result of retention and cathe- 
terization, at a time when the patient is least 
able to deal with it, must be kept in mind. 
Again, particularly in elderly patients, if large 
doses have been used and the pain is found to 
disappear sooner than expected, a profound 
respiratory depression may appear. We should 
remember that many cases of coronary throm- 
bosis do not require morphine at all, and in 
those who do require it our aim should be to 
take the edge off the pain rather than to attempt 
to relieve it altogether. A quarter of a grain 
of morphine repeated not oftener than one-half 
hour until the pain has been reduced to a mini- 
mum, undoubtedly accomplishes all that larger 
doses do and with less risk. Under such a 
routine rarely more than a total of a half to 
three quarters of a grain will be required to 
control the attack. 

Digitalis —Many of us who gathered our early 
knowledge of coronary thrombosis by watching 
the work of Herrick, Smith, Pardee, Parkinson, 
and Bedford, ete., will also remember our fear 
of digitalis in the presence of this accident. 
This fear was related to the vaso-constricting 
effect of the drug and to, we believed, the 
danger of ventricular rupture resulting from the 
more powerful cardiac contractions. Further, 
the objection has been raised that digitalis 
increases the work of the heart and that it may 
produce ectopic rhythms such as ventricular 
tachyeardia. With reference to the first of 
these objections, digitalis does not increase 
intraventricular pressure, so it cannot be any 
factor in rupture. The literature with refer- 
ence to the vaso-constrictive effect on the 
coronary bed is yet inconclusive. In congestive 
failure digitalis produces increased cardiac 
work and increased cardiac output. However, 
in this case the increased work is due to an 
improved capacity for work rather than an 
increased demand for work, a condition which 
it cannot be held militates against the patient’s 
recovery. Again, a careful watch for the ap- 
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pearance of premature beats will help to anti- 
cipate ectopic rhythms. 

Digitalis has no place in the routine treat- 
ment of coronary thrombosis. The drug is 
indicated when there is evidence of right or 
left ventricular failure, and in the presence of 
certain abnormal rhythms such as auricular 
fibrillation, auricular flutter, and, at times, 
paroxysmal tachycardia. These disturbances 
appear in other forms of heart disease, and 
digitalis is indicated in their presence in 
coronary thrombosis as in other forms of heart 
disease. However, it is undoubtedly good prac- 
tice to digitalize these patients more slowly 
than one does in congestive failure as other- 
wise found. A total of one dram of the tine- 
ture or six grains of whole leaves spread over 
the day will accomplish this purpose and with- 
out risk to the patient. 


Quinidine sulphate. — Quinidine is used in 
coronary thrombosis as in other cardiac lesions 
in the control of premature contractions, auri- 
cular flutter, auricular fibrillation, and ven- 
tricular tachyeardia. Levine has raised the 
question that quinidine may be useful in all 
cases of coronary occlusion as a prophylactic, 
but this view has had little support. Three to 
five grains three times daily will control 
troublesome premature beats; many a case of 
auricular flutter or fibrillation will subside in a 
day or so without medication of any sort. . 
Large doses of 30 to even 100 grains may be 
necessary to control ventricular tachycardia. 
If there is any evidence of congestive failure, 
digitalis should be used rather than quinidine 
in the control of auricular flutter or fibrillation. 

The xanthines.—Since Askanazy first used the 
xanthines in the treatment of angina pectoris 
these drugs have had a wide popularity, and 
the literature is full of their praise. The most 
popular of these drugs have been theobromine 
and theophylline and particularly theophylline 
with ethylenediamine or aminophyllin. The 
use of aminophyllin was given a fresh impetus 
by F. M. Smith in 1935, when he published his 
study indicating that large doses of amino- 
phyllin lessen the size of the infarct after ex- 
perimental coronary ligation in dogs. This 
work was rechecked by Gold, Travell, and 
Modell in 1937. A larger number of animals 
were used and the size of the infarcts was ac- 
curately measured by a planimeter. Smith’s 
results were not confirmed. In spite of the ex- 
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tensive literature in support of the xanthines 
and some laboratory work, such as that quoted 
against them, there is a growing belief that 
these drugs are of little value in the treatment 
of angina pectoris. I do not wish to discredit 
these drugs, as they are useful diuretics, and, 
indeed, an intravenous dose of aminophyllin 
may be most valuable in relieving the Cheyne- 
Stokes breathing of cardiac or renal failure. 
However, I wish to associate myself with those 
who believe that these drugs have little or no 
place in the routine treatment of angina 
pectoris. 


The nitrites—I am aware that the mechanism 
of pain-production in effort angina is still a 
matter of much controversy. If one accepts the 
ischemia theory then the nitrites have a rational 
place in therapy. However, there has been 
some argument that they have no place; indeed, 
Master, Jaffe, and Dack recently investigated 
the effect of sixteen drugs including a placebo 
on angina pectoris due to coronary artery 
disease and found that no drug exerted any 
specific effect and that the best result was ob- 
tained from a placebo. In recent years we have 
heard the same sort of argument with reference 
to the use of alkali in peptic ulcer. However, 
it is difficult for any clinician, familiar with 
the prompt relief from pain which the alkalis 
give in peptic ulcer and the nitrites in angina 
pectoris, to believe that these drugs have no 
place in the treatment of these diseases. If we 
accept the ischemia theory of angina pectoris, 
the effect of the nitrites is rationally explained 
by the relaxation of smooth muscle with a _-re- 
sulting increase in coronary flow and a lessen- 
ing of the cardiac load by a reduction in the 
systemic blood pressure. There is a danger in- 
herent in the latter effect, as too great a drop 
in the systemic blood pressure lessens the 
coronary flow. There is a further risk from 
their use in the acute phase of coronary 
thrombosis in that. the nitrites reflexly stimu- 
late the cardiac accelerators and may produce 
dangerous tachycardias. 

The most satisfactory preparation is the tab- 
let triturate of glyceryl trinitrate, gr. 1 /150. 
In this dosage the disagreeable side-effects such 
as headache, throbbing in the head, flushing, 
and palpitation are less pronounced than in the 
more commonly used dosage of gr. 1/100. The 
average patient’s fear of overdose or habitua- 
tion will frequently delay taking the drug 


until the pain is severe, and accordingly he 
must be reassured in this connection. As many 
as 50 tablets a day may be taken if necessary 
and indeed Levine has reported the case of a 
woman who took 1,000 tablets in a week with- 
out harm. It is well to begin with the smaller 
doses of 1/200 or 1/150 grain, as a bad head- 
ache precipitated at the beginning by a larger 
dose may create a prejudice in the patient’s 
mind that is difficult to overcome. 

Levy has recommended erythrol tetranitrate 
in a dose of 1% gr. at bedtime to prevent night 
pain. It has a more prolonged effect than 
glyceryl trinitrate and is a useful drug used in 
this way. 

It is doubtful whether amyl nitrite has any 
longer a place in the treatment of angina pec- 
toris. It is more rapidly absorbed, the dosage 
is more difficult to control, and even the five- 
minim perle may precipitate collapse of the 
patient who is most careful to inhale it all. 

At times a patient will report a bout of pain 
which was not relieved by the nitrites as previ- 
ously had been the case. Under these cireum- 
stances one must suspect a small cardiac infarct, 
and an electrocardiogram may give the answer. 

The barbiturates——Sedatives play an impor- | 
tant rdle in the treatment of coronary artery 
disease, and at present drugs of the barbituric 
acid group are very popular. By controlling 
nervous excitability they may control the num- 
ber of attacks of angina; in coronary throm- 
bosis they quiet fear and apprehension. Meek 
and Seevers found that ectopic rhythms pro- 
duced experimentally by ephedrine could fre- 
quently be prevented by sodium barbital. Thus 
these drugs may exert such a protective action 
in human beings. It is doubtful whether it is 
ever advisable to give more than 14 to 14 grain 
of phenobarbital three times daily. Larger 
doses may produce stupor and motor unrest 
and thus defeat their purpose. 

In the time allotted this paper, I have made 
no attempt to outline a routine of treatment of 
either coronary thrombosis or angina pectoris, 
and I have not attempted to discuss all thera- 
peutic procedures as applied to either condition. 
For example, the use of oxygen for the relief 
of pain in coronary thrombosis and paraverte- 
bral injection for relief of pain in severe cases 
of angina pectoris I have not mentioned. 
Further, I have not discussed therapeutic pro- 
cedures that have been employed by those who 
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believe in the mechanical theory of pain pro- 
duction in angina pectoris. Mechanical pro- 
cedures for the relief of cardiospasm and Kerr’s 
abdominal support are mechanical procedures 
for the relief of angina pectoris. The relief 
such measures at times give does not deny the 
ischemia theory, as there is probably a reflex 
are between the gastro-intestinal tract and the 
coronary bed, most likely through the vagus. 
However, the psychic factor in angina pectoris 
is so considerable that it is difficult to put a 
value on any such therapeutic procedure, as 
often a placebo will give these patients relief. 


For the purposes of this paper I am accept- 
ing the ischemia theory of pain production, 
and to most of us, I am sure, this theory is the 
most reasonable one yet advanced. If we ac- 
cept it the relief of pain the nitrites give in 
angina pectoris is readily understood. 

The term ‘‘angina pectoris’’ has been used 
in medicine since Heberden first used it in 
1768, and it would seem to have outlived its 
usefulness. Before the work of Herrick and, 
later, Parkinson and Bedford, it was associated 
in the minds of physicians with sudden death, 
and this association still persists in the minds 
of the laity. How often have we all heard pa- 
tients with precordial pain or discomfort ask 
anxiously, ‘‘Is it angina pectoris?’’ The term 
‘‘effort angina’’ more nearly describes the symp- 
tom, and it is highly desirable that it come into 
more general use. 

Most patients with effort angina are ambu- 
latory. In these, treatment should be designed 
to protect their cardiovascular system so far as 
is necessary and at the same time to help them 
to readjust their lives so that they may be as 
useful and happy as possible. The degree of 
discomfort varies with the extent of the coro- 
nary lesions, the nature of the patient’s 
activities, and his emotional make-up. Some- 
times one of these factors is predominant in 
the production of symptoms. Indeed, we all 
have seen the anginal syndrome in patients 
without demonstrable evidence of coronary 
disease, and have seen the symptoms disappear 
and the patient later live a normal life. If we 
accept the ischemia theory it may then be 
argued that spasm with little or no sclerosis 
may be the factor inducing pain. Certainly the 
degree of sclerosis is not the only factor deter- 
mining that a given patient will have angina. 
It would appear that as there is a personality 
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factor that determines that one patient with 
syphilis will develop paresis whereas another 
will not, so the same thing seems to be true 
of angina. Since this is the case our attitude 
toward the patient and his problem should be a 
hopeful one. After the patient has been proper- 
ly examined as he has a right to expect, and 
after his first question, ‘‘Have I angina pec- 
toris?’’ he will next ask, ‘‘ What is my future 
to be?’’ In reply to this he should be told the 
truth, but not necessarily the whole truth. 
This is not dishonest, as we cannot definitely 
anticipate the future of many of these patients, 
and we must remember we are trying to re- 
establish a patient with a disability and should 
try to avoid increasing his invalidism. The 
most difficult case of effort angina I have ever 
had was in a woman, who before I saw her was 
given a diagnosis of angina pectoris and had 
drawn for her a picture of a sclerosed coronary 
artery with a narrowed lumen followed by an 
explanation as to how thrombosis might occlude 
this artery and cause sudden death. I have 
watched this woman for ten years and she is 
yet alive and well; the drawing has done her 
more harm than has her coronary artery dis- 
ease. To the patient, the emphasis should be on 
the ‘‘effort’’ rather than on the ‘‘angina’’ and 
if this is done many of these patients will re- 
quire no drugs at all. The substitution of less 
violent effort, for example in the matter of 
sports, perhaps the substitution of golf for 
tennis, and the discipline of the avoidance of 
worry will do much to re-establish them. Ac- 
cordingly, if we can remove the patient’s 
greatest worry, that related to his coronary 
circulation, we shall have done much to re- 
establish him. 

There has been much therapeutic nihilism 
these past few years, and several writers have 
found placebos to have as much value as nitro- 
glycerin in the treatment of effort angina. Few 
clinicians will agree with that viewpoint, as most 
of us are convinced of the value of this drug in 
relieving the pain of effort angina. However, 
I am convinced that better results will be had 
from its use if it is used to prevent rather than 
to relieve pain. A given measure of effort, such 
as walking to a certain corner, or ascending a 
certain grade, will be found to induce pain. A 
tablet of nitroglycerin before the exercise is 
undertaken will prevent the pain. Using this 
method these past few years I have repeatedly 
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seen the pain disappear, and later have had the 
patient return to me with some other complaint 
and not mention his heart. Recently I had re- 
ferred to me a man who told me that he had 
taken 5,000 tablets of nitroglycerine during the 
past two years. As he left another man came in 
who had had a severe angina three years ago 
and who had much more objective evidence of 
coronary sclerosis than had the first. I asked 
the second man how many tablets he was taking 
and he told me that he had taken 25 to 30 
tablets over a period of nine months. The pa- 
tient’s fear of toxic effect, of habituation, and 
of his pain-relieving drug losing its effectiveness 
must be overcome. 

It is seldom that other drugs are necessary 
in the treatment of effort angina. The xanthines 
have already been discussed and amy! nitrite 
offers no advantage over nitroglycerin, and, in 
comparison, has distinct disadvantages. 

Low-grade auriculo-ventricular block, bundle- 
branch lesions and changes in the QRS complex 
of the electrocardiogram are commonly found 
in those with coronary sclerosis. These changes 
should be accepted as evidence of an underlying 
coronary sclerosis and are for the physician’s 
records. They do not deserve unnecessary em- 
phasis to the patient, and such emphasis tends 





to the production of invalidism, I have recently 
seen a man in his sixties with a moderate arterio- 
sclerosis, a normally-sized heart producing no 
symptoms, but with electrocardiographic evi- 
dence of a bundle-branch block, who had been 
invalided some years by this diagnosis. 

The estimation of the amount of effort to be 
allowed a given patient with effort angina re- 
quires our best judgment, and in estimating this, 
there is, I believe, a wide diversity of opinion 
throughout the profession at large. In a recent 
questionnaire submitted to representative physi- 
cians over this continent twice as many inter- 
dicted the driving of automobiles in those with 
coronary sclerosis as in those recovered from 
coronary thrombosis. This is an astonishing 
state of affairs. We accept effort angina as an 
evidence of coronary sclerosis, and we recog- 
nize that many patients with coronary sclerosis 
do not have angina; then, if we are to be con- 
sistent, we should advise all those with coro- 
nary sclerosis against driving automobiles, 
which is, of course, absurd. There can be no 
fixed rule about it, but each case must be in- 
dividualized, and our aim should be to re- 
establish each patient in the greatest measure 
of usefulness consistent with his cardiac ability 
to earry the load. 


A COMPARATIVE STUDY OF THREE SPINAL ANASSTHETIC AGENTS: 
(A New TECHNIQUE FoR NUPERCAINE) 
By Joun H. Girrorp, M.D., Jersey City, N.J. ann 
F. A. H. Wixxinson, M.D., D.A.(R.C.P.&S. Ena.) 
Anzsthetist-in-Charge, Royal Victoria Hospital, Montreal 


INCE the remarkable return to favour of 
spinal anesthesia in 1928 a number of 

spinal anesthetic agents have been used with 
varying degrees of success. Of the many 
agents used three have received the most popu- 
larity, novocaine, pontocaine and nupercaine. 
We present these for comparative study. 

The following is a report of 696 consecutive 
spinal anesthetics administered in the main 
operating room of the Royal Victoria Hospital 
during the six months’ period from January to 
June, 1940, inclusive. In this institution, ap- 
proximately 1,500 spinal anesthetics are ad- 
ministered yearly, and those administered 
during the above months may be assumed to 
be characteristic of all. Of these, pontocaine 


was used. for 477 operations, nupercaine for 
161, and novocaine for 58. The surgical pro- 


cedures undertaken and the drugs used for 
each are shown in Table I. The complete 
absence of gynecological operations is ex- 
plained by the fact that this type of surgery is 


TABLE I. 
CLASSIFICATION OF OPERATIONS 








Novo- Ponto- Nuper- 
caine : 








caine caine 

I oid. 66 whiiatinnek 24x bs Bs 3 
Stomach and intestines....... 37 63 71 
Liver, gall bladder and bile 

ET ree gs a 57 
Abdomino-perineal resections es = 14 
Herniorrhaphies............. 7 110 2 
Appendectomies............. 3 210 2 
eee 2 55 1 
Genito-urinary.............. 7 33 11 
Miscellaneous............... 2 6 

isi ha tec sad vant 58 477 161 
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confined to a separate department of this insti- 
tution, and these cases were not reviewed. It 
will be noted that the use of nupercaine pre- 
dominated for operations upon the stomach and 
intestines (gastrectomies, gastrostomies, gastro- 
enterostomies, bowel resections), and upon the 
gall bladder and bile ducts, it being our custom 
to use nupereaine for prolonged operations in 
the upper abdomen, and to limit pontocaine to 
shorter operations in the lower abdomen, 
genito-urinary system, and lower extremities. 
The use of novocaine was confined almost ex- 
clusively to short operations upon the rectum 
and genito-urinary organs, where only the 
lower sacral segments needed to be anes- 
thetized. 


Of the nupercaine spinal anesthesias three 
were given by the Howard Jones technique,’ 
and the remainder by a modified Etherington 
Wilson technique, using the hypobarie (of 
specific gravity less than that of the cerebro- 
spinal fluid) 1:1,500 nupereaine solution. When 
the Howard Jones technique was employed the 
patient was placed in the lateral recumbent 
position and injection made into the third 
lumbar interspace. Following injection the 
patient was placed in the ventral decubitus 
position, to enable the light solution to im- 
pregnate the posterior roots, and maintained in 
this position for 6 minutes. The patient was 
then turned on his back, with the head of the 
table slightly lowered, and maintained in this 
position throughout the operation. 

But by far the greater number of our nuper- 
caine cases were done by the sitting-wp method. 
The usual technique employed differs in no 
essential from that prescribed by Etherington 
Wilson,” except that of dosage and time allow- 
anee. The maximum dosage of the nupercaine 
solution to be injected was calculated by allow- 
ing 1 ¢.c. of nupercaine solution for each inch 
of back length, as measured from the’ spinous 
process of the seventh cervical vertebra to the 
interiliae line, with the back in full flexion, up 
to a maximum of 20 c.c. of nupereaine~ Smaller 
doses were employed for poor-risk patients. It 
has been found by measuring adult backs in 
this manner that the length varies between 16 
and 22 inches. This obviously necessitates a 
different time allowance for the nupereaine to 
rise, proportionate to the length of the back. 
Thus, for a 16 inch back we would allow 45 
seconds to reach the level of D.5, and for a 22 


inch back we would allow upwards of 60 
seconds to reach the same level. Ephedrine, 
gr. 1 to 1144 contained in 1 per cent novocaine 
solution for local infiltration, was injected at 
the site of the proposed lumbar puncture five 
minutes before the spinal puncture. The lum- 
bar tap and injection of warmed nupercaine 
solution (104° F.) was done with the patient 
in the sitting position, the tap always being 
made through the third lumbar interspace. 
Since nupereaine is precipitated out in the 
presence of alkali, the syringes and needles to 
be used were first rinsed with slightly acidified 
sterile water. The nupercaine solution was de- 
livered into the spinal canal at a constant tem- 
perature (104° F.), the injection being made 
slowly and deliberately at the rate of 1 c.c. a 
second. The solution was allowed to rise from 
45 to 60 seconds from the commencement of the 
injection, depending upon the height of anes- 
thesia desired, after which the patient was 
placed in a 5° Trendelenburg position and 
maintained thus throughout the operation. 
This was the usual procedure when nupercaine 
was used for abdominal operations, but for the 
operation of combined abdomino-perineal re- 
section of the rectum a different procedure was 
used. 


ANZSTHESIA FOR ABDOMINO-PERINEAL RESECTION 
OF THE RECTUM 

Nupereaine, 1:1,500, the light solution, is 
admirable for operations in the upper abdomen 
as it attacks the dorsal roots chiefly. However, 
it is not so powerful in its effects on the sacral 
and lumbar roots, and for this reason one of us 
(F.A.H.W.) has developed a technique sug- 
gested by a visit to M. D. Nosworthy, at St. 
Thomas’s Hospital, London, in 1936. At that 
time Nosworthy was employing a combined 
technique, with two solutions of nupercaine 
(a) 1:1,500 and (b) 1:200.* To make certain of 
producing sacral as well as dorsal anesthesia 
for long abdominal operations which necessi- 
tate working deeply in the pelvis, he suggested 
that 10 ¢.c. of 1:1,500 nupereaine should be 
injected between lumbar 3 and lumbar 4, and 
0.8 e.c. of 1:200 nupereaine immediately after- 
wards. When the patient lies flat on his face 
the 1:1,500 nupercaine is attending to the dorsal 
roots in the usual way, while the 1:200 pro- 
duces sacral anesthesia. This procedure gives 
better results than the injection of a larger 
quantity of 1:1,500 nupereaine coupled with 
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immediate tipping of the table (into the 
Trendelenburg position). 

This method as employed by Nosworthy im- 
plied the routine use of the Howard Jones 
method. However, by this time we were more 
and more leaning to the use of the Ethering- 
ton Wilson technique for nupercaine wherever 
possible, and gave our attention to modifying 
Nosworthy’s method to suit our own particular 
preferences. By reversing the order of injec- 
tion of the solutions of nupercaine, and making 
the 1:200 solution definitely hyperbaric with 6 
per cent glucose this was accomplished. 


The patient is placed in the sitting position 
with his feet hanging over the end of the table, 
and with the back well flexed forward. After 
ephedrine, gr. 114, has been given subcutane- 
ously at the third lumbar interspace the spinal 
puncture is performed at that level and 1.0 to 
2.0 ¢.c. of nupercaine 1:200 (in 6 per cent glu- 
cose to make it definitely heavier than spinal 
fluid) is injected. This settles down immediate- 
ly into the bottom of the spinal canal and 
attacks the sacral roots powerfully. At the 
end of two minutes, 15 ¢.c. of nupercaine 
1:1,500 are injected and allowed to rise for 45 
to 60 seconds, and the patient is then promptly 
placed in a very slight Trendelenburg position 
to prevent upward spread of the light nuper- 
caine. A marked Trendelenburg position is 
contraindicated as the héavy 1:200 nupercaine- 
glucose solution might spread up too high above 
the sacral and lumbar roots where it is most 
needed. The above dosages are adequate for 
the usual operations in the pelvis, but, on ocea- 
sion, for a very long operation, as much as 2 
e.c. of 1:200 nupereaine and 20 ¢.c. of 1:1,500 
nupereaine have been injected without ill 
effects, and in one instance afforded an anes- 
thesia of 4 hours and 50 minutes without 
supplementary anesthesia (see Table II). This 
is a striking tribute to the relative non-toxicity 
of nupercaine as a spinal anesthetic agent. 

Pontocaine* was administered in the form of 
2 c.c. of 1 per cent pontocaine HCl made defi- 
nitely hyperbaric by the addition of 2 cc. (or 
equal parts) of 10 per cent glucose in normal 
saline solution. It is our belief that the anes- 
thesia comes on more rapidly with the addition 
of the glucose-saline mixture, and that the 
height of the anesthesia is more easily controlled 
by this method, advantages that outweigh the 
theoretical disadvantage of the introduction of 
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an additional foreign substance into the spinal 
eanal. The injection was made with the pa- 
tient in the lateral reeumbent position, without 
barbotage, the height of the anesthesia being 
controlled by varying the interspace into which 
the injection was made, and by posturing the 
patient after injection. For operations upon the 
perineal structures the injection was made while 
the patient was in the sitting position, and main- 
tained in this position for at least two minutes 
after injection, thereby producing an intense 
and prolonged anesthesia of the perineum only. 
The dosage was practically routine, being 2 c.c. 
of the 1 per cent solution (20 mg.), except for 
children and for poor-risk patients when slightly 
smaller doses were used. Ephedrine, gr. 34, was 
administered routinely by hypodermic injection 
five minutes before the spinal anesthetic. 

The technique for administration of novocaine 
was essentially that of pontocaine. Doses vary- 
ing from 75 to 200 mg. were used, each 50 mg. 
of novocaine crystals being dissolved in 1 e.c. 
of spinal fluid and injection made without 
barbotage. 


TABLE II. 


Success or ANAZSTHESIA 


Num- |Percent-| Longest Oper- 
Number| ber suc-| age suc-| anesthesia \ative time 
given | cessful | cessful expected 
Novocaine 58 58 100 |1h. 10m.| 1 hr. 
Ponto- 
caine....| 477 468 98.1|2h. 20m.| 2 hrs. 
4h. 50m.| 3 hrs. 


Nupercaine| 161 | 140 87 ; 


The percentage of successful anesthesias, as 
adjudged by whether or not supplementary 
anesthesia was required before the operation 
could take place, is shown in Table II. Supple- 
mentary anesthesia was required in cases other 
than those in which the spinal anesthesia failed 
for operations which lasted longer than the 
duration’ of the spinal anesthesia. In only one 
case was supplementary anesthesia required for 
a pontocaine spinal anesthesia when the opera- 
tion lasted less than two hours. 

The complications encountered with spinal 
anesthesia while the patient was in the operat- 
ing room are shown in Table III. One death 
occufred in this series, and that was in a mori- 
bund patient with advanced paralytic ileus, who 
received 150 mg. novocaine spinal anesthetic for 
therapeutic purposes only. All drops in blood 
pressure to a level less than two-thirds of the 
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pre-operative systolic pressure are recorded, and 
this complication was easily overcome by placing 
the patient in the Trendelenburg position, and 
administering intravenous fluids. In no in- 
stance did this complication interfere with the 
surgical procedure. Respiratory difficulties oc- 
eurred only in those patients who had received 
nupereaine spinal anesthesia; this complication 
was managed successfully in all cases by the 


TABLE III. 


OPERATIVE COMPLICATIONS 


Novo- Ponto- Nuper- 
caine caine caine 
Percent- Percent- 
age age 
Circulatory depression....... 0 1.05 8.7 
Respiratory depression....... 0 0 2.5 
so. kewonentieysnuks hg 0 0 


*Aspiration of vomitus immediate cause of death 
(spinal for paralytic ileus). 
administration of oxygen, either by oral or 
intratracheal insufflation, and by the administra- 
tion of respiratory stimulants. This complica- 
tion was severe enough in one instance, however, 
that the operation had to be postponed until a 
later date. Respiratory and circulatory acci- 
dents occurred usually within ten minutes, and 
never later than thirty minutes after the intra- 
spinal injection was made. Nausea and vomit- 
ing during the operation occurred in approxi- 
mately 15 per cent of cases, although our figures 
for this are not accurate. This was quite easily 
overcome in most instances by the administra- 
tion of 95 per cent oxygen and 5 per cent carbon 
dioxide by the face mask, and constituted only 
a minor annoyance to the surgeon. 


TABLE IV. 


Post-OPERATIVE COMPLICATIONS 


Novo-  Ponto- 


Nuper- 
caine caine 


caine 


Percent- Percent- Percent- 


age age age 
is cscs ndeddinwnieene 0 0 
errr re re ee 22.0 12.0 8.0 
Urinary (catheterization)..... 0 3.0 6.0 
pO errr Tre 2.0 2.1 1.2 
Pulmonary: 
(a) pneumonia.......... 0 1.2 7 
(6) beomohitie........... 0 1.8 1.2 
(c) atelectasis.......... 0 0.6 0 


The post-operative complications most fre- 
quently encountered are shown in Table IV. For 
the sake of completeness we have assumed that 
all headaches occurring in the post-operative 
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course were due -to the spinal anesthetic, al- 
though obviously a certain percentage of these 
patients would have had headaches in their 
post-operative course irrespective of the type of 
anesthesia employed. It is interesting to note 
that novocaine caused almost twice as many 
headaches as pontocaine, and almost three times 
as many as nupereaine. But in all fairness to 
the drug it should be stated that in most in- 
stances in which it was employed the injection 
was made while the patient was in the sitting 
position, a posture which may have accentuated 
the post-puncture dural ‘‘leak’’. All instances 
of necessity for catheterization for post-opera- 
tive urinary retention are recorded, although it 
is difficult to say that the spinal anesthesia 
actually aggravated the usual tendency to post- 
operative difficulty in voiding. Backache was 
an infrequent complaint. It is quite possible 
that the increased strain upon the ligaments of 
the back due to the relaxation of the muscles by 
the anesthetic, the hard operating table, and 
not infrequently the strained position in which 
the patient is placed, were as instrumental in 
producing backache as the actual trauma pro- 
duced by the introduction of the spinal needle. 
The backache in all cases had disappeared by 
the time the patient was discharged from the 
hospital. Those patients having pulmonary 
complications all recovered with the exception 
of two patients in which bronchopneumonia was 
the terminal event, being secondary to diffuse 
peritonitis in both instances. It is impossible 
to say whether the post-operative nausea and 
vomiting which occurred not infrequently was 
due to the anesthetic agent or to the operative 
procedure. Other complications reported in the 
literature, such as meningismus, meningitis, 
abducens palsy, and temporary or permanent 
paraplegia did not occur in this series. 

A nervous and apprehensive patient is a poor 
subject for spinal anesthesia unless proper 
attention is paid to pre-operative and operative 
sedation. Then he becomes much the same as 
any other and can be handled accordingly. 
Proper and adequate pre-operative medication 
is essential to successful spinal anesthesia. 
This means usually that a healthy young male 
adult should receive morphine sulphate, gr. 14, 
and hyosceine, gr. 1/100 a full hour before the 
time of operation. Females and poorer male 
risks will do better with morphine sulphate, 
gr. 1/6, and hyoscine, gr. 1/150, also given an 
hour before operation. We do not believe in 
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giving more than this amount of sedative until 
the spinal anesthetic has been given and the 
level of anesthesia determined. This prevents 
the accident of having a spinal anesthetic 
ascend too high before it is detected and 
remedial measures undertaken; and also pre- 
vents the possibility of having an inadequate 
level of anesthesia due to sluggish responses 
from a heavily narcotized patient, giving one a 
false sense of security as to the adequacy of 
the anesthesia. Once the anesthetist is satis- 
fied that the anesthetic is high enough and not 
too high, and that the patient is not under- 
going a marked fall in blood pressure, the above 
dosage of morphine and hyoscine, as given an 
hour before operation, is repeated. In long 
drawn-out operations extending over three or 
four hours we have found it advantageous to 
repeat the morphine at intervals of an hour 
until gr. 34 have been administered, but do not 
give more than two injections of hyoscine, as 
we find that such patients tend to become unco- 
operative, and tug at their wrist restraints or 
more characteristically insist on raising the 
head repeatedly and thus tighten the abdominal 
muscles. 

By the judicious use of ephedrine sulphate® 
before the spinal anesthetic is given we find 
that we have very little cause to employ ad- 
renalin or pitressin-ephedrine mixture during 
the operative course of the anesthetic. All 
spinal anesthetic patients with normal blood 
pressure receive ephedrine-sulphate, gr. 34, dis- 
solved in 1 ¢.c. of 1 per cent novocaine as a 
local injection over the site of the puncture. 
This is given five minutes before the spinal tap 
and usually raises the systolic pressure from 


10 to 20 points. The spinal anesthesia follow-. 


ing upon this usually results in the pressure 
falling back to normal levels after about twenty 
minutes, and in lower abdominal operations 
this level stays fairly constant. 

In all high nupereaine anesthetics we give 
ephedrine-sulphate, gr. 1 to 114, before opera- 
tion, as mentioned before, and obtain much the 
same result. Patients with high blood pressure 
receive the double dose of ephedrine as near to 
the exact moment of the spinal tap as possible 
so that the rise from the ephedrine is counter- 
acted by the marked fall from the spinal anes- 
thetic which is characteristic of this type of 
patient. It is a mistake to give large doses of 


ephedrine too far in advance of the actual 
lumbar puncture in these cases. 

On the other hand, patients with markedly 
low blood pressure can almost always be given 
the advantage of a spinal anesthesia if they are 
given ephedrine, gr. 114, a full ten or fifteen 
minutes before the spinal injection, and an 
intravenous saline commenced at the same 
time to control subsequent changes in blood 
pressure. The giving of a large dose of 
ephedrine in advance has given us an indication 
of the responsiveness of the neurovascular sys- 
tem to stimulation, and if we obtain a rise in 
blood pressure from a pre-operative level of 80 
mm. to 110 mm., as is often observed, one does 
not hesitate to go ahead with a high spinal 
anesthetic if one has an intravenous infusion 
in place and running freely. 

We believe that spinal anesthesia, when ad- 
ministered by experienced hands, is ideal for 
all surgical operations below the diaphragm 
because of its relative safety and because it 
affords ideal working conditions for the sur- 
geon. Spinal anesthesia is the method of 
choice in this institution as is shown by the 
fact that 42 per cent of all anesthetics given 
in the main operating room of the Royal Vic- 
toria Hospital during the year 1939 were spinal 
anesthetics. If these figures were confined to 
general surgery alone, the percentage would be 
much higher. The surgeons operating here are 
uniformly grateful for the profound relaxation 
which the method affords. Of the three spinal 
anesthetic agents employed, we believe that 
pontocaine is the best all-around agent because 
of its simplicity of administration, ease of con- 
trol, duration and low incidence of failures. 
Nupereaine, although more dangerous, definitely 
has a place in spinal anesthesia, particularly for 
prolonged upper abdominal operations, and for 
the operation of combined abdomino-perineal 
resection of the rectum. Novocaine, although 
supposedly less toxic than the other agents, is 
attended by a higher incidence of post-operative 
headache, and the duration of anesthesia which 
it produces is inadequate for many surgical 
procedures. 


SUMMARY 


1. Six hundred and ninety-six cases of spinal 
anesthesia employing novocaine, pontocaine and 
nupercaine are presented for comparative study. 
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2. The standard methods employed for the 
administration of these three drugs are con- 
sidered. 


3. A new method for abdomino-perineal resec- 
tion of the rectum under nupercaine anesthesia 
is presented, 


4. All things considered, pontocaine affords 
the most advantageous form of spinal anes- 
thesia for the average surgical operation below 
the diaphragm. 
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5. The importance of pre-operative and 
operative sedation and routine pre-operative 
ephedrine is stressed. 
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PITFALLS IN GYNASCOLOGICAL DIAGNOSIS* 
By W. G. CossBiz 


Toronto 


HE rational treatment of disease is based on 

accurate diagnosis. Mistakes in diagnosis 
are more often responsible for incorrect treat- 
ment than lack of knowledge of treatment. 
The mental picture of a diagnosis is built up 
from two components—the complaint of the 
patient and the findings of the physician. 
Many early diagnoses are missed by a casual 
dismissal of significant symptoms. At other 
times there is a confusion of cause and effect as 
some minds work in terms of symptoms rather 
than of underlying pathology. It is also true 
that anatomical change is more readily appre- 
eiated than are physiological derangements. 
Knowledge of pelvic anatomy is concrete and 
established, while the science of female pelvic 
physiology is in a constant state of flux. It is 
natural that the obvious may sometimes ob- 
secure that which is partly hidden and so treat- 
ment fall short of cure because of a faulty 
diagnostic foundation. 

The misconception that irregularities in the 
menses are to be accepted as normal during the 
menopause is deeply rooted in the minds of 
many, including, unfortunately, a certain num- 
ber of physicians. After working for some 
years in a gynecological cancer clinic, one is 
impressed by the large number of women with 
advanced carcinoma of the cervix who have 
been treated with ergot or some other medica- 
tion without a vaginal examination. The grow- 
ing tendency today to treat menorrhagia at the 
menopause by other means than surgery, either 


* Presented at the Seventy-first Annual Meeting of the 
Canadian Medical Association, Section of Obstetrics and 
Gynecology, Toronto, June 21, 1940, 


irradiation or some endocrine preparation, re- 
sults in an inexcusable neglect of curettage. 
The only hope of lowering the death rate from 
uterine cancer is early diagnosis based on 
curettage or biopsy. 

Vaginal discharge should not be treated until 
the nature and localization of the causative 
factor is known. Palpation and visual exami- 
nation of the vaginal walls and cervix with 
smear and culture may uncover anything from 
unsuspected carcinoma to Trichomonas vaginalis 
vaginitis. Carcinoma in any location may 
progress to a very advanced state as a silent 
disease, and cancer-conscious watchfulness is 
essential. The widespread age incidence of the 
disease should not be forgotten. A short time 
ago a young woman in her twenties was treated 
for weeks on our own service for acute cervi- 
citis before the malignant nature of the trouble 
was determined by biopsy. 

When a woman has an irregularity of 
menstruation two conditions should be kept in 
mind—malignant disease and pregnancy. Even 
intra-uterine pregnancy may be difficult to de- 
termine in the early weeks, but with the excep- 
tion of endometriosis no other pelvie condition 
presents so many difficulties in diagnosis as 
ectopic pregnancy. 

The so-called subacute and chronic types of 
ectopic pregnancy present the most perplexing 
problem. The difficulty of establishing the 
fact of pregnancy in its early stages, the vague- 
ness of the history which so many patients 
give, and failure of interpretation by the physi- 
cian, all contribute to the’ difficulty. The 
diagnosis lies between abortion, pelvie inflam- 
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mation and ectopic pregnancy. The irregular 
bleeding which marks this condition comes on 
occasionally before a period has been missed. 
More often, after some delay in menstruation, 
irregular spotting occurs. Profuse bleeding, 
however, does not rule out the possibility of 
ectopic pregnancy. Pain is practically a con- 
stant feature. It is due to the escape of blood 
into the peritoneal cavity and inflammatory re- 
action about the tube. It is crampy and inter- 
mittent, and entirely different from the tearing 
prostrating pain which marks the case of acute 
tubal rupture. 

Examination usually demonstrates the pres- 
ence of a pelvic mass, and there is tenderness 
on deep abdominal palpation and on moving 
the cervix. Much has been said, pro and con, 
regarding the merit of posterior colpotomy. It 
is a valuable diagnostic measure but has two 
drawbacks, namely, the danger of infection 
from indifferent aseptic technique, and the con- 
fusion which may arise from any bleeding that 
occurs from the operation itself. Needle punc- 
ture has its advocates but the margin of error 
is high. 

The Ascheim-Zondek test, when time per- 
mits, is invaluable in establishing a diagnosis 
of pregnancy. The combination of a high 
white blood count, which in our experience has 
been as high as 26,000, a low hemoglobin con- 
tent and a slow sedimentation time are highly 
indicative of ectopic pregnancy. Broadly 
speaking, the picture is one of pelvic inflam- 
mation and anemia. 

Hemorrhage from the ovary, either from a 
Graafian follicle or from a corpus luteum, may 
present findings which make diagnosis difficult. 
Occasionally, the condition may be mistaken 
for ectopic pregnancy, but in the majority of 
cases the diagnosis is confused with appendi- 
citis. During the last ten years, 72 such cases 
have been diagnosed on the public wards of the 
Toronto General Hospital. Fifty-two, that is, 
72 per cent of the patients, were between 
fifteen and twenty-five years of age. Typically 
the onset of pain is about two weeks after a 
menstrual period. which coincides with the 
generally accepted time of ovulation. Varia- 
tions in this relationship may be accounted for 
by irregularities in the periodicity of ovulation 
or in other cases where the hemorrhage came 
from a corpus luteum. A review of the cases 
suggests that in a patient with right-sided 


lower abdominal pain and tenderness it is 
possible to simulate the condition of mild 
hemorrhage from a follicle by traumatizing the 
ovary in drawing it up through the limited 
opening of a McBurney incision. It would ap- 
pear that an incision which allows more ready 
exploration of the pelvis should be used in the 
female whenever the diagnosis is doubtful. 


The onset of pain in hemorrhage from a 
Graafian follicle is sudden, sharp and sometimes 
aching. Often there follows a latent painless 
period and then the pain returns and remains 
more or less constant. Nausea is common, but 
vomiting rare. Deep tenderness is present over 
the lower abdomen, but more often on the right 
side, as a result of which the diagnosis of ap- 
pendicitis was made forty-eight times. Rigidity 
is not marked. The pulse and temperature are 
elevated at first. Typically the white blood 
count is raised out of proportion to the pulse 
and temperature. The highest count recorded 
in this series was 34,000, and this dropped to 
13,000 in twelve hours. Rapid drop in the white 
blood count is usual, one case showing for 
example 30,000, 26,000, 14,000 and 5,000 white 
blood cells at two-hour intervals. Ten other 
patients had blood counts over 15,000. There 
seemed to be a relationship between the amount 
of bleeding from the ovary and the blood count 
and temperature, Ten patients had tempera- 
tures over 100° on admission. The highest 
temperature recorded was 102°. Generally, how- 
ever, normal temperature was the rule, even 
when the pulse was fast. 

Four cases of ovarian follicular hemorrhage 
were diagnosed as ectopic pregnancy. There 
was a history of faintness. Pain and tenderness 
were more general in distribution. Vaginal ex- 
amination determined an indefinite mass with 
tenderness to the side of the uterus, and in two 
cases posterior colpotomy showed free blood in 
the pouch of Douglas. In the ten-year period 
greater familiarity with the manifestations of 
the condition and closer attention to the men- 
strual cycle have resulted in the diagnosis in 
these cases changing from appendicitis to ap- 
pendicitis probably Graafian follicle hemor- 
rhage, and then Graafian follicle hemorrhage, 
probably appendicitis, and, now, often Graafian 
follicle hemorrhage. More accurate diagnosis 


eventually means fewer needless operations. 
In 1921 Sampson first drew attention to the 
He has found it 


condition of endometriosis. 
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present 98 times in 322 operations and continues 
to emphasize its frequent occurrence. The in- 
cidence, as reported by others, appears to vary 
with the keenness of the clinical and pathologi- 
cal observation. No other gynecological condi- 
tion presents such difficulty in diagnosis. 
Wherever endometrial tissue implants it may 
give rise to pathological change. Typically, the 
picture is a disturbance of the genital tract. 
However, the vagaries due to endometriosis are 
many. For example, at the Toronto General 
Hospital post-operative pathological report has 
found it responsible for three recto-sigmoid ex- 
cisions performed on a clinical diagnosis of 
carcinoma, 

The typical history in endometriosis shows 
three frequent associations, namely, primary 
or secondary sterility, a previous pelvic opera- 
tion, and uterine fibroids. The patient has two 
complaints, pain and bleeding. Pain generally 
is located in the lower abdomen, begins some- 
times in the fourth decade, and tends to be 
chronic, with exacerbations in the form of in- 
creasing dysmenorrhea. Menorrhagia is char- 
acteristic, but in those rarer cases where the 
condition involves other structures bleeding may 
occur from bowel, bladder or vagina. 

The usual findings in endometriosis are loss 
of mobility of the uterus with a tender mass in 
the pelvis. The tenderness is increased in the 
premenstrual period. Many times the diagnosis 
of endometriosis is not considered until the ab- 
domen has been opened. The chocolate blood 
cyst, the dense, almost inseparable adhesions, 
the deforming infiltration of tissue, with the 
small purple-black implantation nodules on the 
ovary or adjacent surfaces are distinguishing 
features of the condition. ; 

Most patients seek medical advice because of 
pain. La Rochefoucauld has said that pain is 
the greatest liar in the world, and Chipman adds 
that of all the painful liars backache is the 
greatest Ananias or Sapphira. Certainly of all 
female complaints backache so common in oc- 
currence is the most frequently misinterpretated. 
The two worst examples of faulty judgment 
frequently observed in gynecology today are 
the surgical removal of the so-called painful and 
sometimes cystic ovary in the absence of inflam- 
matory disease, and the suspension operation for 
retroversion of the uterus hastily performed in 
the hope of curing backache. 

During the last three years, 206 women ad- 
mitted to the gynecological service of the 


Toronto General Hospital had uterine retro- 
version, but only 40 per cent complained of 
backache. These 206 cases were classified into 
groups such as uncomplicated retroversion, retro- 
version with associated inflammatory disease, 
ete., and a table is presented showing the in- 
cidence of backache in four of the major groups 
and the results of suspension operations in the 
relief of those patients suffering from backache. 
Discrepancies are due to an incomplete follow-up. 


TABLE I. 
No 


back- Suspension 
Backache ache operation Cured Failed 


Uncomplicated . 33 44 28 8 13 
Pelvic 

inflammation . 13 8 10 1 5 
Relaxed vagina — 

and perineum. 19 13 13 2 2 
Prolapse ...... 5 6 + 1 3 


It is seen that less than half the women with 
uncomplicated retroversion had backache, and 
less than half of those who reported to the post- 
operative clinic were relieved of backache by 
operation. Two women in this group with back- 
ache, subjected to operation, were not relieved 
and when the persisting backache was thor- 
oughly investigated x-ray demonstrated spinal 
arthritis. Twenty-one patients had pelvic in- 
flammatory disease associated with retroversion, 
generally an adherent retroversion without mas- 
sive disease of the adnexa. As might be ex- 
pected, most of these women had backache but 
the results of suspension of the uterus were 
very disappointing. 

Retroversion with associated relaxation of the 
pelvic supporting structures presents an interest- 
ing study. Thirty-two patients had associated 
cystocele, rectocele, or relaxed perineum. Un- 
fortunately, only four patients who had a sus- 
pension operation reported to the post-operative 
clinic, and two of these had not been relieved. 
At the same time two patients who had only a 
pelvic repair were relieved of backache, although 
the uterus still remained retroverted. Eleven 
patients were seen who had well developed pro- 
lapse of a retroverted uterus, and only one of 
four who had had a uterine suspension per- 
formed was cured of backache. During the last 
three years thirteen patients with procidentia 
have been admitted to the service. Only two of 
them complained of backache. If the cause of 
backache is due to a drag on the supporting 
ligaments it might be concluded that the more 





136 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 











marked the prolapse, the more severe the com- 
plaint. The observations as detailed above do 
not bear out this belief. Another widely held 
opinion is that the backache associated with 
retroversion depends on congestion of the uterus. 
In the group of patients in which congestion of 
this organ would be most likely, namely, those 
complaining of menorrhagia and in whom either 
the uterus was enlarged or the endometrium 
thickened and hyperplastic, only 2 of 19 com- 
plained of backache. 

In spite of the view that retroversion rarely 
causes backache it remains true that occasionally 
it does so. These cases may be determined 
fairly accurately by means of the test of relief 
of backache following replacement and insertion 
of a pessary, and then noting its recurrence 
when the pessary is removed and the retrover- 
sion recurs. 

The decrease in the number of suspension 
operations performed on the gynecological serv- 
ice at the Toronto General Hospital is indicative 
of a change in opinion such as has been ad- 
vocated in this paper. 

The causes of backache are legion and investi- 
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TABLE IT. 
Abdominal Suspension 
operations operations 
WDTD 2 ccccscovessves 148 64 
TOZO wcccccccvvedsess 150 55 
BOS) sc ceuwdsnavedss 170 66 
Average percentage ......sseeeeeeees 40 
WEST ccscewsccewsaces 82 25 
BOGS: osdsivcossawenes 246 28 
1939 ..cscccccccccees 210 9 
Average percentage ........ccccceces 10 


gation should be thorough before the patient is 
subjected to an abdominal operation. Faulty 
posture, a weak abdominal wall, fatigue spasm 
of the erector spine muscles, and _ sacro-iliae 
strain are common causes. Personal experience 
has been that a good pair of shoes and a well- 
fitting corset will cure iar more female backaches 
than the Gilliam operation. 

Misinterpretation of fact is the great feature 
in faulty diagnosis. It is only by constantly 
striving to see through the signs and symptoms 
which are the glass by which one should focus 
on the underlying disease that it is possible to 
acquire that acumen which marks the true 
physician. 


GONOCOCCAL PELVIC INFLAMMATION* 


By JAMES C. Goopwin, M.A., M.D. 


Toronto 


FDURING the past few years much has been 

written on the treatment of gonococcal in- 
fection with a group of drugs classed under the 
general heading of sulphonamides. So much so, 
that in some quarters one gains the impression 
that the Neisserian problem, for all practical 
purposes, finally has been solved; with preven- 
tion and other aspects of treatment assuming 
less and less importance. It is proposed there- 
fore to review the steps in the development of 
gonococcal pelvic inflammation particularly 
from the standpoint of the prevention of pelvic 
invasion, and as a logical and more interesting 
approach to the clinical features and the modern 
therapy of this infection. 

That gonorrheal infection is widespread is 
well known. It occurs with varying frequency 
in all areas of the inhabited surface of our 
belligerent world, with war itself a major factor 





* Read at the Seventy-first Annual Meeting of the 
Canadian Medical Association, Section of Obstetrics and 
Gynecology, Toronto, June 19, 1940. 


in furthering the spread of the disease which 
produces an appreciable drain on our war-time 
economic resources. There is abundant evidence 
that intelligent treatment, initially, in gonorrhea 
provides the main defence against the complicat- 
ing extensions of the disease. With modern 
treatment there has been ever increasing evi- 
dence of reduction in the incidence of such 
complications. In 110 cases of culturally proven 
gonorrhea in females recently treated at the 
special treatment clinic of the Toronto General 
Hospital no patient developed pelvic inflamma- 
tion during or following ambulant sulphonamide 
therapy. The latter comprised the use of sul- 
fanilamide, di-sulfanilamide and sulfapyridine. 
The majority of these cases were either in the 
sub-acute or early chronic stage when first ob- 
served. Of the group of 110 cases four pre- 
sented evidence suggesting beginning extension 
of gonococcal infection to the pelvis, with defi- 
nite bilateral tenderness and slight fever. No 


further development of the inflammatory process 
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ensued. Because of the decreasing incidence of 
pelvic complications in gonorrhea under ade- 
quate treatment, we should no longer regard 
pelvic inflammation as a phase of gonorrheal 
disease, but rather as a very definitely pre- 
ventable entity. 


DEVELOPMENT OF GONOCOCCAL PELVIC INFECTION 


Given a patient with active gonorrhea, how 
does the disease extend to the pelvis and what 
is the pathological picture? The factors con- 
sidered responsible for its spread will be re- 
viewed later. 

Primarily gonorrhea presents in the adult 
female a picture of urethral and endo-cervical 
inflammation which passes in every case through 
the phases of acute and chronic reaction. Be- 
cause of local tissue reaction to the gonococcus 
and the development of immunity there is reason 
to believe that the disease, if subjected to no 
active interference, tends to be self-limiting, 
dying out in the majority of such eases, in all 
probability, in from one to two years. This has 
been amply illustrated by the results of the ma- 
jority of conservative pre-sulfonamide methods 
of treatment. . 

As a result of certain factors which interfere 
with this natural curative tendency the purely 
local urethral and cervical disease extends to 
involve the tissues of the upper genital tract 
and pelvic peritoneum. Whether this extension 
oceurs by the surface spread of the infecting 
gonococeus, or by way of the sub-endometrial 
and tubal lymphatic network, as suggested by 
Schlink,’ is mainly a matter of academic interest. 
The uterine phase of the infection is not promi- 
nent, endometritis tending to be transient due to 
the cyclic exfoliation of the endometrium ; though 
any extensive pelvic inflammatory involvement 
must, of necessity, involve the uterus. The 
pelvie inflammatory picture may be mild or re- 
latively severe in character, though rarely pro- 
ducing the degree of general systemic reaction 
observed in other infections, such as those due 
to the streptococcus, pneumococeus, staphylo- 
eoccus, ete. The pelvic extension, as with the 
initial urethritis and cervicitis, essentially tends 
to be localizing in character, the extent of the 
inflammatory process depending upon the degree 
of bodily immunity and tissue resistance. Thus 
it may limit itself in the tube alone; it may 
involve tube and ovary; or it may produce wide- 
spread havoe in which all pelvic tissues suffer 
by actual bacterial invasion, associated inflam- 


matory reaction, or by an adhesive process which 
results in displacement of structures and sub- 
sequent interference with normal vascular sup- 
ply. In the initial pelvic attack there exists a 
remarkable tendency toward clinical recovery, 
not only of structure but of function as well; 
and often where least expected. At least 50 
per cent of primary pelvic gonorrheal infec- 
tions resolve completely, or enough to permit 
normal reproductive function. But with each 
pelvic inflammatory recurrence the likelihood of 
restoration of normal structure or function 
rapidly becomes less and less. 

Whereas recurrent Neisserian infections are 
very largely the result of re-infection or re-ex- 
tension from the primary cervical focus, the re- 
cent findings of Studdiford,?° based on improved 
gonococcal cultural methods, cast considerable 
doubt upon the earlier investigations of Curtis.’ 
The latter’s work tended to show almost con- 
clusively that in acute salpingitis the gonococci 
died out in the Fallopian tubes approximately 
two weeks after the disappearance of fever and 
leucocytosis. Studdiford found in the Fallopian 
tubes of 24 patients presenting salpingitis of 
Neisserian origin, that 16 harboured the organ- 
ism in spite of the fact that in none, when the 
tubes were obtained for culture, had the disease 
lasted less than one month, and in the majority 
for several months. In 2 cases gonococci were 
recovered, one in spite of turpentine in oil in- 
jections and one following the apparent cure of 
the local cervical infection by hyperpyrexia. 
Falk and Weitzner,* however, believe that 
bilateral complete tubal obstruction, either oc- 
curring naturally in the course of the gonor- 
rheal infection, or as surgically produced by 
them in 112 eases by bilateral resection of the 
tubal isthmus, is quite effective in the preven- 
tion of recurrent disease. They further state 
that practically every case of primary infection 
of the tube can be cured if re-infection can be 
prevented. Nevertheless, in considering the 
problem of recurrent pelvic inflammatory dis- 
ease one should bear in mind the possibility of 
reactivation of gonococci in the Fallopian tubes, 
as well as definite re-infection from the lower 
genital tract or secondary infection due to other 
organisms from bowel or blood-stream. 

Until the advent of sulphonamide therapy 
gonococeal infection has been held responsible 
for 50 to 70 per cent of all pelvic inflammation. 
This disabling pelvic condition may develop 
early or late in relation to the initial lower 








138 


THe CANADIAN MEDICAL ASSOCIATION JOURNAL 


[Feb. 1941 








genital tract infection. The extension of the 
inflammatory process would appear to follow 
certain very definite factors which are theoreti- 
cally almost entirely preventable. Let us briefly 
analyze these factors which cause an essentially 
local disease to invade the tissues of the upper 
genital tract and pelvic peritoneum. 

Factors responsible for pelvic extension: 
factors associated with menstruation; unsatis- 
factory treatment; expulsion of the fetus at any 
stage; coitus; surgical interference with the 
cervix; miscellaneous factors, such as alcoholic 
excess, physical strain or fatigue, malnutrition, 
ete. 

1. Factors associated with menstruation. — 
Analysis of clinical records shows that almost 
invariably the spread of the disease follows a 
menstrual period. Pelvic infection due to the 
gonococcus is extremely rare before puberty or 
following the menopause. Rubin states that 
women who menstruate at infrequent intervals 
show a lessened incidence of tubal infection. 
The increased hyperemia and slight physiologi- 
cal dilatation of the cervix, combined with a 
more suitable medium (menstrual fluid) for 
bacterial growth, all favour spread of the infec- 
tion upward. Of the various factors stated men- 
struation alone is theoretically unpreventable; 
but the patient whose pelvis is invaded may 
have been subjected to other factors of spread, 
as enumerated above, which in the main are 
preventable. There is no doubt that the other- 
wise healthy patient who presents active gonor- 
rheal urethritis and cervitis, with intelligent 
care may menstruate with relative safety. 

2. Unsatisfactory treatment.—This must in- 
clude treatment which the patient attempts her- 
self, or unwise treatment for which the physician 
must be held responsible. Active or frequent 
treatment in the acute and early sub-acute stage 
of gonorrhea, especially if it trespasses on the 
cervical canal, is almost certain to extend the 
infection upward. The physician, however, is not 
always to blame, as one theoretically competent 
authority as late as 1934 actually advised such 
active treatment as dilating the cervical canal 
and swabbing out the interior of the uterus with 
carbolic and alcohol, or tincture of iodine, etc., 
supposedly to limit the spread of infection. 
Under this heading also must be classed the use 
of too frequent or high-pressure douches in acute 
gonorrheal cervicitis, the employment of strong 
antiseptics in douche or tablet form, or other 
drugs vaginally by the patient with or without 


the permission of her doctor, or by the latter 
himself. One must particularly advise against 
such treatment especially during or at the con- 
clusion of menstruation. Here as well one must 
stress the danger of frequent or rough bimanual 
examinations while the patient is under treat- 
ment, or any examination during a menstrual 
period. 

3. Fetal expulsion at any stage of pregnancy. 
—While occasionally unavoidable, every attempt 
should be made to avoid abortion, miscarriage 
or premature delivery in the prescence of active 
gonococcal infection in the cervix and urethra. 
Prenatal cases of gonorrhea require intelligent 
therapy for the sake of the child as well as the 
mother. Intelligent treatment, even if begun 
late in the pregnancy, carries with it a lessened 
risk of pelvic infection post partum, or gonor- 
rheal ophthalmia in the new-born infant. It is 
well to remember that post-abortal or post 
partum pelvic infection due to the gonococcus 
is more virulent in character than that occurring 
at other times. 

4. Coitus.—Because of the increase in pelvic 
vascularity, with greater cervical secretory ac- 
tivity, and variable amounts of trauma caused 
by sexual intercourse one should rigidly advise 
against coitus until a cure is established. Even 
if pelvic extension does not result from this, 
infection may invade more deeply locally. 

5. Surgical interference with the uterus.—Ac- 
tive spread of cervical infection during cervical 
surgery, such as dilatation, cauterization, repair, 
amputation, ete., and operative procedures in- 
volving the body of the uterus in addition to 
the increased vascularity associated with healing, 
presents a definite contraindication to uterine 
or pelvic surgery in the presence of even chronic 
gonococeal cervicitis. Careful bacteriological 
examination of cervical discharge in a doubtful 
or suspicious case posted for operation should 
eliminate this factor of spread. 

6. Miscellaneous factors. — Factors such as 
alcoholic excess, physical strain, fatigue, malnu- 
trition, poor general health from previous or 
coexistent disease, etc., which increase pelvic 
vascularity and congestion, lower resistance to 
infection, may play a part in the extension of 
Neisserian infection which commonly is quite 
overlooked. 


FuRTHER CLINICAL CONSIDERATIONS 


Time does not permit of other than a few 
brief statements as to symptomatology and diag- 
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nostic features. Occurring as stated either early 
or late in the course of gonorrheal infection of 
the lower genital tract, and almost always de- 
veloping post-menstrually, the pelvic invasion 
commonly is ushered in with sharp colicky inter- 
mittent lower abdominal pain. This may be 
quite severe and is followed by or associated 
with a chill which is rarely severe in character. 
The pulse is elevated and the temperature 
usually ranges between 101 to 103°. Nausea 
and vomiting sometimes accompany the early 
acute stage but not infrequently may be absent. 
Marked bilateral abdominal tenderness, with re- 
sistance rather than true rigidity, is observed. 
Rebound tenderness is not unusual and is evi- 
dence of the pelvic peritoneal inflammation 
which exists in almost every case to a greater 
or lesser extent. Examination reveals exacerba- 
tion of purulent vaginal discharge from the 
cervix, bilateral tenderness, and, later, thicken- 
ing or well-defined tubal or tubo-ovarian masses. 
The leucocyte count commonly reaches 20,000 
and the sedimentation time drops to 20 to 30 
minutes (Linzenmeyer method). 

In mild eases the pelvie picture rarely goes 
beyond moderate tubal thickening with fever, 
abdominal and pelvic tenderness, subsiding after 
a few days. In more severe instances fever is 
prolonged from 7 to 10 days, with definite mass 
formation, the development of ‘‘pus tubes’’ or 
a more centralized intraperitoneal abscess. The 
picture in recurrent attacks of gonococcal pelvic 
inflammation is quite similar, 

The differential diagnosis calls for exclusion 
of acute appendicitis, ectopic pregnancy, hemor- 
rhage following a ruptured Graafian follicle, 
post-abortal pelvic infection, torsion of a pelvic 
tumour, cystic or solid uterine or ovarian in 
origin, endometriosis, ete. Because of the neces- 
sity of abdominal surgery in most of these and 
not in gonorrheal salpingitis a careful elimina- 
tive diagnosis is essential. | 


TREATMENT 


The past century has witnessed a swinging 
trend in treatment. Initial conservatism was 
swept away by the ultra-radicalism of the early 
aseptic and antiseptic surgical era, to be re- 
stored once more to the safety of ultra-con- 
servatism during the past 30 years. Even at 
present our feeling is that 20 per cent or less 
of all cases of salpingitis, initial or recurrent, 
require abdominal surgery. There exists almost 
a certainty that within another decade this per- 
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centage will be halved by modern or improved 
therapeutic methods. So often the economic 
factor has determined the treatment to be em- 
ployed. This is wrong. Too frequently surgery 
has been employed with the excuse of saving 
time and reducing the economie drain. As 
Randall*® has pointed out, the total cost of hos- 
pitalization and surgical treatment in Neisserian 
pelvic disease probably differs very little from 
the cost of adequate non-surgical treatment of 
the initial attack. Providing the patient has 
sufficient intelligence to understand the serious- 
ness of a situation which may lead readily to 
genital dysfunction, her co-operation during 
treatment should be secured without difficulty. 
Certainly lack of her co-operation points the way 
to repeated attacks; and, in turn, this down- 
ward. path almost inevitably leads to operation. 
We should be guided by three fundamentals of 
conservatism in the treatment of primary pelvic 
gonococeal infection: to conserve and increase 
the natural bodily defenses against infection ; to 
obtain as quickly as is compatible with safety 
the most efficient pelvic localization in the least 
tissue; and, finally, to ensure that the patient 
is left with the least possible residual damage. 
Experience has indicated the value of certain 
basic features of treatment, such as complete 
rest, Fowler’s position, quiet, adequate simple 
sedatives, readily digestible nourishment, copious 
fluid intake, and the avoidance of other than 
simple laxatives or enemas. The utilization of 
heat is beyond criticism as a therapeutic adjunct. 
It relieves pain, stimulates local hyperemia and 
leucocytie response. Heat may be employed in 
various ways—abdominally, by the use of the 
electric cradle, or frequent hot linseed poultices 
— pelvically, by prolonged low-pressure hot 
(110°) douches, Elliott therapy, and by dia- 
thermy. All possess merit. Fever therapy has 
many advocates, though relatively limited in use- 
fulness to large hospital centres. It is not with- 
out risk. Pelvie infections due to strains of 
gonococci resistant to sulfanilamide therapy have 
been stated to respond to it. The injection of 
foreign proteins, such as sterile defatted milk, 
typhoid vaccine, ete., causes systemic febrile re- 
action and appears to stimulate body resistance. 
Of all the sulphonamide compounds so far 
introduced sulfapyridine would seem to be the 
most useful. As with all the members of this 
class of drugs its action most likely is entirely 
bacteriostatic; which action assists the natural 
bactericidal defence of the body by reducing the 
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extent of bacterial attack. Its effectiveness is 
dependent upon an efficient pelvic blood supply, 
congestion due to structural displacement and 
adhesions limiting its usefulness. Where pos- 
sible it should be administered under intelligent 
supervision to suitable cases in sufficient dosage 
to maintain a blood level of 7 to 10 mg. per cent 
for 5 to 7 days; being reduced gradually so as 
to give a total of at least 7 and preferably 10 
days’ treatment. Among other contraindications 
patients who exhibit severe anemia or poor leuco- 
eytie response at the onset of their infection 
should not receive the drug unless their condi- 
tion is improved by one or more transfusions. 
In the absence of severe nausea or vomiting one 
gram four times a day, combined with an equal 
amount of soda may be given; preferably it 
should not be administered on an empty stomach. 
If well tolerated this dose should be continued 
for five days with a gradual reduction in dos- 
age over the next five days. Where a satis- 
factory response is obtained all the acute symp- 
toms should begin to subside, and with definite 
increase in the speed and degree of resolution 
of the pelvic inflammatory process. 

Where the drug cannot be tolerated by mouth 
it may be given in its soluble form intravenously 
in 1 gram amounts, three to four times a day, 
in conjunction with intravenous saline. It 
should be administered for five days if a satis- 
factory response is elicited ; then with subsequent 
gradual reduction in dosage over the following 
3 to 5 days. With general improvement, how- 
ever, the patient may be able to resume the drug 
orally, after a few days of intravenous treatment. 

Sulphonamide therapy unquestionably repre- 
sents a distinctive advance over all previous 
methods of treatment, but never should be used 
to the exclusion of all other therapeutic meas- 
ures, preferably in conjunction with them. Ex- 
perience has shown that sulphonamides are of 
little value once a definite ‘‘pus tube’’ or a 
pelvic abscess has developed. It is obvious that, 
whatever the treatment, care should be taken to 
eradicate the cervical infection from which re- 
invasion of pelvic tissue may occur. 

Surgery, other than posterior colpotomy for 
the drainage of accessible and well developed 
tubo-ovarian and pelvic abscesses, should be 
reserved for the correction or elimination of the 
sequele of infection—never for the infection 
itself. No case of primary pelvic infection 
should be operated on except for the results of 
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a widespread destructive inflammatory process; 
and preferably never under less than one year 
of observation. In recurrent pelvic infection 
operation is reserved for those cases presenting 
definite residual disease and disabling symptoms, 
especially in older patients not responding to 
medical treatment, or in whom the infection is 
associated with other pelvic disease such as 
fibroids. In many cases removal of the uterus 
tubes and ovaries ensures the most satisfactory 
results. Conservative surgery, where absolute 
certainty exists as to the quiescence of the in- 
flammatory picture, must be considered in 
younger patients. Here one should remove 
only permanently functionless tissue or correct 
sequele of infection such as displacement and 
adhesions, causing pain and menstrual dysfunce- 
tion, ete. 

Even though the degree of relief may not be 
complete in all cases with conservative surgery, 
in younger individuals the psychological fear of 
loss of sex-feeling, the elimination of all hope 
of reproduction, with menopausal symptoms and 
mental depression, may be much more worri- 
some than variable amounts of residual pain. 
This indeed should colour one’s attitude toward 
the surgery of the sequele of Neisserian pelvic 
disease at any age. 


CONCLUSIONS 


1. With adequate modern gonorrheal therapy, 
including the use of sulfapyridine, the incidence 
of pelvic infection has been and should continue 
to be reduced. 


2. Gonococeal infection, whether in urethra 
and cervix or in the upper pelvic tissues, tends 
to become localized: and self-limited ; it presents 
a remarkable tendency to resolve, often com- 
pletely. 


3. Pelvic invasion of the gonococeus would 
appear to be governed by certain factors pre- 
ventable in the main, and which may be held 
responsible for its spread. 


4. Practically all initial attacks of gonococeal 
pelvic infection clinically tend to recover com- 
pletely if recurrence can be prevented. 


5. Sulfapyridine therapy would appear to be 
of considerable value in limiting the extent and 
duration of pelvie infection. 


6. Surgical treatment, except for posterior 
colpotomy, should be reserved for the recurrent 
ease, and then for the treatment of the sequele 
of the infection rather than the infection itself. 
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BENIGN LESIONS OF THE CERVIX* 


By G. LEsLiz Watt 


Toronto 


HERE is a tendency amongst the profession 

as well as the laity to treat the common 
lesions of the cervix all too casually. The 
average woman will put up with considerable 
discharge and discomfort before consulting a 
doctor and the physician is apt to take her at 
her word and dismiss her without careful ex- 
amination. As a result of this attitude an occa- 
sional serious lesion is overlooked. While it is 
true that this paper deals with benign lesions of 
the cervix, it would be wrong not to emphasize 
that these cases should always be approached 
with a view to establishing or ruling out malig- 
nant disease. The symptoms at times can be 
confusing, and only by careful examination with 
frequent resort to biopsy ean the doctor measure 
up to his responsibility and assure an early 
diagnosis in those cases where it is possible and 
where it is so important. While it might be 
wrong to state with assurance that cervical 
lesions are precursors of cancer, we must face 
the fact that most cancer of the uterus occurs in 
the cervix, chiefly in parous women, and on this 
basis alone it would seem advisable to maintain 
the cervix in as healthy a state as possible. 

It would be well also to bear in mind that the 
cervix is not a separate organ but only a part of 
the uterus. Though differing from the body in 
structure and function, it is unreasonable to 
suppose that a part of an organ can be diseased 
and not affect the function of the whole, and if 
normal function is to be maintained the whole 
uterus including the cervix must be in a healthy 
state. 

The benign lesions of the cervix fall into three 
groups — those due to-inflammatory changes; 


* Read at the Seventy-first Annual Meeting of the 
Canadian Medical Association, Section of Obstetrics and 
Gynecology, Toronto, June 19, 1940. 


those due to trauma; and those due to new 
growth. 

Inflammatory changes.—These are the result 
of either direct infection of the cervix, as in 
gonorrhea, or of infection superimposed on an 
already injured cervix, though the injury itself 
may be slight. The resulting condition is a 
eatarrhal cervix which is usually made up of 
chronic inflammatory disease of the canal and of 
the vaginal portion of the cervix—endo- and 
exo-cervicitis. These lesions in themselves are 
distinct and different, although it is the excep- 
tion to find a case where one is present without 
the other. Nevertheless, this must be understood 
as the treatment used will depend on which type 
dominates the picture. 

Endocervicitis is a chronic infection of the 
cervical mucosa, which is secondary to an acute 
infection such as gonorrhea or to trauma. 
Gonorrheal cervicitis does not concern us in this 
paper, other than to state that secondarily infeet- 
ing organisms invade the endocervix following 
acute gonorrheal cervicitis, and even if the 
gonococeus dies out endocervicitis remains and 
as such will require treatment in most eases. In 
the ordinary endocervicitis the underlying cause 
is chronie inflammation set up by bacteria 
which gain their entrance through the lacerations 
which may occur during the termination of preg- 
nancy, at term or earlier. This inflammatory re- 
action ‘involves the whole of the mucosa, inelud- 
ing the glands, but does not extend beneath it, 
nor does it extend more than one-third to one- 
half up the cervieal canal. The characteristic 
symptom of the disease is thick mucoid dis- 
charge, sometimes purulent and sometimes clear, 
poured out by the glands under these conditions. 


Exocervicitis—The development of exocervi- 
citis is entirely different. Following injury to 
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the squamous cell epithelium covering the vagi- 
nal portion of the cervix the columnar epi- 
thelium lining the cervical canal a more rapidly 
growing type spreads down over the injured 
surface, and, not being resistant to the vaginal 
secretions and bacterial flora, becomes secondari- 
ly infected in varying degrees. This may take 
place around a more or less intact os or over the 
surface of laceration. Here and there over 
the surface there may be ulcerated areas to which 
the term erosion may be correctly applied. This 
presents a surface lesion, secreting a thin, puru- 
lent, often irritating discharge. In some cases 
the squamous epithelium attempts to grow in 
from the edges and in the process plugs some of 
the glands which continue to secrete mucous 
forming retention cysts or Nabothian follicles. 
Metaplasta of the cervical epithelium may also 
be noted in some areas. The presence of a large 
number of cysts constitutes what is spoken of as 
eystie disease of the cervix. 

There is one other type of cervicitis, that 
occurring in the young virgin. This is chiefly 
an exocervicitis with the same pathological pic- 
ture, and is thought to be due to injury to the 


squamous cells around the os which at puberty 
are less resistant or in some cases to an ill-defined 
edge between the two types of mucosa, and a 
spreading out of the columnar epithelium from 
there. 


Before going on to the treatment, I would like 
to stress again that many of the cervices in their 
symptomatology and appearance are hard to 
distinguish from early cancer. The Schiller test 
is of value only to those who have had consider- 
able experience with it, and even then is not 
conclusive. The only sure way to relieve sus- 
picion is to do a biopsy through the suspected 
area, including some normal tissue and large 
enough to let the pathologist make a definite 
diagnosis. 

It has been stated that the trauma to the 
cervix during abortions or delivery is the under- 
lying cause of catarrhal cervix, and here a plea 
is instituted for post-partum examination and 
treatment. If this were done much of the 
cervical disease seen in the forties would not be 
present. There is one point I would like to make 
in this regard. Experience has shown that six 
weeks post partum is too soon to start local treat- 
ment. Eight to nine weeks is soon enough as 
much healing takes place in the intervals and if 
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cleansing douches are used a smaller area will 
have to be dealt with. 

When a patient presents herself for treatment 
of a catarrhal cervix the physician must decide 
whether satisfactory treatment can be carried 
out in the office or if more radical treatment is 
required. This decision should be based on the 
character and extent of the lesion and a full 
knowledge of the limitations of the means at his 
disposal, There is nothing quite so unsatisfac- 
tory for both the patient and the doctor as treat- 
ment extending over weeks with very little ap- 
parent result, and this so frequently happens 
where office treatment is undertaken in unsuit- 
able cases. 

The use of 20 per cent silver nitrate is only 
applicable to small areas of exocervicitis, for its 
effect is most superficial and contact with mucus 
nullifies its action. Consequently, it should not 
be used in cases where endocervicitis pre- 
dominates or where the exocervicitis is more than 
one inch in diameter. It should be accompanied 
by astringent douches and is most valuable in 
treating exocervicitis post partum where the 
lesion is small. 

The office cautery is in much the same cate- 
gory. It was introduced some years ago and 
received with enthusiasm. Unfortunately, our 
experience with it has been rather disappointing. 
It is useful in the post-partum cases and where 
there is not much endocervicitis, or too large an 
area of exocervicitis. True, by this method one 
can treat slightly more extensive lesions than 
with silver nitrate, but it also has disadvantages. 
Many patients find it painful, and even light 
cauterization will sometimes produce a secondary 
hemorrhage which may require packing. This, 
though not serious, is always disturbing both for 
the doctor and the patient. 

Cauterization of small areas of the cervix is 
carried out weekly and douches are administered 
in the interval. The time required to complete 
the treatment is very little less than with silver 
nitrate and the scope is very little greater. 

It will be seen then that where the lesion is at 
all extensive or the treatment seems likely to be 
prolonged the writer leans to more radical 
measures. Quick and satisfactory results are 
gratifying, and operative treatment always pro- 
vides the opportunity for biopsy in the suspicious 
case. Care should be taken to select the time im- 
mediately following the period for vaginal 
operations, as it provides the maximum time for 
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healing before the congestion attendant on 
menstruation begins again. Several methods 
are available. 

Coning operation or Sturmdorff trachelor- 
rhaphy.—The removal of a cone of tissue, the 
base at the outside edge of exocervicitis and the 
apex the endocervix high enough to remove all 
diseased tissue. The anterior and posterior lips 
are turned up and sewn in the apex of the wound 
to make a new os. Only applicable where the 
lesion is circumscribed and where there is no 
lateral laceration. Admittedly, our experience 
with this operation is not great as it has been 
done infrequently here, partly because of un- 
satisfactory results and also because of the more 
general use of deep cautery. The operation fails 
because healing is unsatisfactory and if this oc- 
curs the end result is worse than the start. 

Bovey knife or cautery knife-—The same type 
of coning operation is done, but no attempt is 
made at reconstruction. The area of exocervi- 
citis must therefore be small. The results 
claimed are good, but we have had no experience 
with this method as it has not been used on our 
service. 

Actual cautery under anzxsthesia.—In our 
hands this has been by far the most satisfac- 
tory method of treating the catarrhal cervix 
where the lesion is of any extent. Care must be 
taken with the technique if the maximum result 
is to be obtained. The usual vaginal preparation 
is carried out and the cervix dilated to a 10 or 
12 Hegar. If there is eversion rather deep lines 
are made with the cautery radiating from the 
cervical canal about one-half an inch apart. All 
Nabothian follicles are destroyed with the tip of 
the cautery, as is the mucous membrane of the 
canal, to the top of the diseased area. The 
mucosa between these radiating lines is now 
cauterized lightly with dull heat. The cervix is 
packed with iodoform gauze for forty-eight 
hours, and the patient kept in bed four to five 
days and her activity restricted for about two 
weeks. It is always well to warn patients 
treated in this manner that the discharge will be 
worse at first and will not disappear until the 
cervix is entirely healed, a period of three to 
four weeks. They should also be cautioned with 
regard to secondary hemorrhage, which occa- 
sionally occurs at about ten to twelve days. It 
is rarely alarming and can always be controlled 
by packing. After the first ten days a daily 
cleansing douche is helpful if there has been no 
bleeding. 


nosis is a microscopic one. 


This procedure is not carried out at the time 
of curettage for incomplete abortion because of 
the danger of infection. With this exclusion, 
513 patients were operated on in the gynecologi- 
eal service at the Toronto General Hospital in 
1939, of whom 111 had their cervices cauterized, 
either as part of a double operation or as a 
separate procedure. The complications have 
been few and the results excellent. Infection is 
rare and secondary hemorrhage in significant 
amounts is not very frequent and can easily be 
controlled by packing. Subsequent atresia of 
the cervix has been pointed out as one of the 
great drawbacks of this procedure. Its occur- 
rence is much less common than one would sup- 
pose. In the above series there was none and 
from July, 1936, to December, 1939, a period 
of three and a half years, were only two. When 
it does occur, it. is usually superficial and can 
be dealt with by the introduction of a sound. 
This complication should not be over-emphasized 
and in no way detracts from the value of the 
operation. 

To complete the infections of the cervix, tuber- 
culosis and syphilis should be mentioned. Tuber- 
eulosis is rare and usually is secondary to a 
lesion higher up the genital tract. The diag- 
Primary syphilis of 
the cervix occurs in a small percentage of genital 
syphilis and is not typical in appearance. It is 
usually grafted on an erosion or catarrhal area 
and is diagnosed by means of the dark field. 

The lesions of the cervix directly due to 
trauma are of two types. Those produced by 
assaults on the cervix to bring about an abortion, 
and those following delivery, either spontaneous 
or operative. Of the various injuries due to the 
former, only the introduction of potassium per- 
manganate tablets will be discussed. It is com- 
paratively new as an abortifacient, and its popu- 
larity lies in its power to invariably produce 
bleeding, in spite of the fact that this bleeding 
seldom leads to an abortion but often to a critical 
condition of the patient. In the last three years 
20 cases of potassium permanganate ulceration 
have been admitted to the wards. Six had to be 
transfused and two others given an intravenous 
injection of glucose, giving some idea of the im- 
portance and frequency of the hemorrhage. 

The tablet is introduced high up in the 
vagina and a chemical ulcer is formed, wherever 
it touches, The amount of bleeding depends on 
the depth and the size of the vessel eroded. It 
may be very profuse if a large vessel is opened. 
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The lesion itself is easily recognized on the intro- 
duction of a speculum. Characteristically, there 
are two ulcers, one on the vaginal wall and one 
on the cervix. They are rather deeply punched 
out and brownish gray in colour. The bleeding 
can usually be controlled temporarily by pack- 
ing, but healing is slow and recurrent hemor- 
rhages often take place on removing the packing. 
Where this occurs, or where definite arteries are 
seen spurting, the best treatment is to oversew 
the ulcer under an anesthetic. In these cases 
there may be rather marked residual scarring of 
the vault. Abortion seldom occurs and when it 
does is probably due to the manipulation re- 
quired to stop the hemorrhage. 

Lacerations of the cervix may occur during 
spontaneous delivery, and because the cervix is 
not examined go unrecognized. The inspection 
of all cervices is not advocated but when there 
is a persistent trickle of blood after completion 
of the third stage with a well contracted uterus, 
or where an operative delivery has been carried 
out before the cervix is entirely effaced, it should 
be suspected and ruled out by careful examina- 
tion. If present, it should be repaired im- 
mediately. While it is true that a laceration 
observed at the time of delivery will appear very 
much less significant when involution is complete, 
it is also true that much of the disability that 
calls for treatment later might have been avoided 
if repair had been carried out at the time. 

The chronic lacerations are usually associated 
with cervicitis, cystic disease, and hypertrophy, 
producing dragging pelvic pain, discharge, men- 
strual dysfunction, and if the tear extends to the 
internal os, repeated abortions.. The pelvic pain 
is difficult to describe. It is not acute, more 
gnawing in character, the patient being constant- 
ly conscious of her pelvis. When the condition 
is relieved there is a marked sense of well being 
and an improvement in general health. While 
this is undoubtedly true, the disability is a local 
one and the cervix does not appear to be a focus 
of infection in the same sense as teeth and tonsils 
are in their relation to such diseases as arthritis. 
The treatment of such a lesion is undertaken 
then to remove an unhealthy area, to relieve the 
local symptoms and improve the general health. 

The procedure selected will depend on the 
type of lesion. Some type of cutting operation 
must be done. Cystic disease contraindicates 
plastic surgery as does much hypertrophy of one 
or both lips. Under these conditions, an ampu- 
tation above the diseased portion of the cervix is 


done. This also applies to stellate lacerations or 
where it is impossible to reconstruct the cervix. 
If the laceration is unilateral or bilateral with 
eversion the Emmett trachelorrhaphy is best. In 
our experience it has been most satisfactory and 
few failures have been recorded. Where the 
vault of the vagina is involved and much scar- 
ring is present, particularly if this is associated 
with pain and menstrual irregularity, vaginal 
procedures are of little value and experience has 
shown that total hysterectomy is the most satis- 
factory cure. 

Benign new growths are represented by the 
cervical polypus whose chief importance lies in 
the diagnosis. It. produces discharge and inter- 
menstrual bleeding symptoms very suggestive of 
malignant disease. It is always with a sense of 
relief that examination reveals a polypus. The 
lesion is an outgrowth from the endocervix, very 
vascular, and showing characteristic columnar 
epithelium and glandular elements in a fibrous 
tissue stroma. It is pedunculated and easily re- 
moved by torsion or cutting the pedicle. The 
base should then be cauterized. Every polypus 
should be examined pathologically, as very occa- 
sionally one will show malignant change in the 
base. 


CONCLUSIONS 


1. The lesions of the cervix should be taken 
seriously, treated carefully, and vigilance with 
regard to malignancy should never be relaxed. 

2. Cauterization of the cervix under anesthesia 
is the best treatment for catarrhal cervix, except 
in very minor cases where silver nitrate and the 
office cautery may be used. Complications of 
the procedure are relatively unimportant. 

3. The possibility of potassium permanganate 
ulceration must not be overlooked in abortions 
with profuse hemorrhage, and prompt treatment 
instituted. 

4. In deliveries where laceration of the cervix 
may be suspected the cervix should be carefully 
examined and immediate repair carried out. 

5. Amputation of the cervix is the best pro- 
cedure where much hypertrophy or cystie dis- 
ease is present. 

6. In certain cases with lacerations and scar- 
ring extending into the vault, accompanied by 
lower abdominal pain, total hysterectomy is the 
operation of choice. 

7. Pathological examination of all cervical 
polypi is advocated, as a few show malignant 
changes in the base. 
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PYELONEPHRITIS OF PREGNANCY* 


By WaA.rter P. HogartH, M.B.(Tor.), F.A.C.S. 


Fort William, Ont. 


“THE female urinary system assumes a role of 

major importance during pregnancy. The 
additional strain placed upon it and the many 
variations to which it is subjected tend to lower 
its resistance to disease and infection. 

This paper is limited to a discussion of the 
condition now referred to as pyelonephritis of 
pregnancy, a name much to be preferred to the 
old name of pyelitis of pregnancy, as seldom if 
ever is the inflammatory process limited to the 
renal pelvis alone. 

Infeetions of the urinary tract are quite 
common during pregnancy. The vast majority 
of these respond readily to medical and 
postural treatment by the attending physician. 
Pyelonephritis of pregnancy when referred to 
the urologist is an emergency requiring pre- 
cise diagnosis and prompt treatment, as the 
lives and well being of two individuals are at 
stake. The condition in itself is seldom fatal, 
but results in grave illness with possible perma- 
nent renal damage to the mother, and the loss 
of her baby by premature labour, if the disease 
is not promptly and efficiently treated. The 
results of appropriate treatment in many cases 
border on the spectacular. 

Pyelonephritis of pregnancy, as urologists 
see it, is not a frequent condition. Consequent- 
ly each writer on the subject, has only a small 
series of personal cases to report upon. 

There have been several good discussions in 
the literature recently on this condition. The 
most recent Canadian study was by Hall and 
Foulds.’ Other interesting articles are those by 
Geisinger,? Sugar,> and by Dieckmann and 
Brown‘ while an excellent statistical study is 
that of Abeshouse, Linas and Kolman.°® 

My observations are based upon a series of 
19 cases referred to me during the years of 
1927 to 1939. So far as I can ascertain there 
was only one other ease in our area during that 
time. The authorities report during those 
years the registration of 15,477 births. The 


* Read at the Seventy-first Annual Meeting of the 
Canadian Medical Association, Section of Urology, 
Toronto, June 19, 1940. 


incidence of the infection is therefore much 
lower than many report. 

During these twelve years there have been 
many changes and advances in the treatment 
of renal infections. Therefore the summaries 
of a few ease histories are in order, so that we 
may orient ourselves for a discussion of the 
problem. 


CASE 1 


Mrs. C., aged 21. First seen in December, 1927, with 
a history of intermittent frequency since having had an 
induction for so-called pyelitis of pregnancy one year 
previous. She was seen twice and records show con- 
siderable improvement under medication. She was not 
seen again until August, 1928, when she was seven 
months’ pregnant. 

She had pain and frequency and was markedly 
anemic. On August 22nd, she was cystoscoped, the 
bladder was much inflamed and the ureteral orifices were 
hard to find. The right ureter was located and was 
catheterized with difficulty, urine was under marked ten- 
sion. The pelvis was irrigated until return flow was 
clear and 5 ¢.c. of neosilvol was instilled into the pelvis. 
The catheter was left in the ureter. Saline was instilled 
morning and night for two days when the catheter was 
removed. She was given potassium citrate gr. xx four 
times daily and iron. This was followed by urotropin. 
She had her baby without difficulty on October 15th. 
As there was still pus in the urine neo silvol was again 
instilled into the right pelvis before she left the hospital. 

Seen recently, six later pregnancies are reported with- 
out another kidney flare-up. 


CASE 2 


Mrs. 8., aged 19. Referred by Dr. J. C. Gillie. Ad- 
mitted to hospital early in morning of January 18, 1936, 
in her first labour. There was a history of frequency of 
urination for last three months. Labour was slow, and 
on the 20th after an episiotomy there was a low forceps 
delivery of a living child. There was slight hemorrhage 
and she was given scarlet fever antitoxin. The next day 
there were severe chills and she was started on potassium 
citrate gr. xx every four hours. There was right-sided 
pain and pus in the urine. Culture of urine on the 25th 
showed B. coli and following further exacerbation of 
symptoms on the 26th she was cystoscoped. There was 
moderate trigonitis with a small right ureteral orifice. 
An F6 catheter was passed. The pelvis was lavaged 
until the return was clear and 5 c.c. of 5 per cent neo- 
silvol were instilled. Culture report from right kidney 
was pure B. colt. Saline was injected into the catheter 
every three hours for 24 hours and catheter removed. 
There was no further elevation of temperature. She was 
out of bed on the 30th and discharged on the 31st and 
hexamine was prescribed. She has not reported for 
further check-up. 


CASE 3 


Mrs, L., aged 19. Referred by Dr. McCartney. Seen 
on January 25, 1938, at 4% months during her first 
pregnancy, pain in right side with frequency and fever. 
The mother stated that patient had had weak kidneys as 
a girl and often complained of right-sided pain. Urine 
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showed much pus and colon bacillus on culture. On 
January 26th she was cystoscoped. The cystoscope was 
passed easily but it was hard. to get fluid into the 
bladder. The right ureter was catheterized, urine was 
under tension. Pyelogram No. 1 was made with 10 c.c. 
of sodium iodide as a medium. This showed markedly 
dilated pelvis and ureter. The pelvis was lavaged until 
the return was clear. The catheter was left in the ureter. 
Saline was injected every hour for the first day and every 
three hours the second day. The culture showed colon 
bacillus and she was given mandams. On February 3rd 
the ureter was dilated to F10. On April 20th there was 
flare-up with pain and frequency which responded to 
medication. She had her baby in May without trouble. 

She was seen again on July 15, 1939, when eight and 
a half months in her second pregnancy. There was in- 
tense pain on the right side. She was cystoscoped and 
there was slight congestion noted in the bladder. An 
unsuccessful attempt was made to pass an F8 catheter. 
An F6 was finally passed and the urine was under great 
tension. The pelvis was lavaged and the catheter was 
left in the ureter. The patient remarked on the great 
release from pain. Saline was injected every hour. She 
went into labour and had her baby early in the morning 
of the 17th. She had a stormy twelve hours after de- 
livery with irregular pulse and later a chill. Urine 
cultures showed presence of Bacillus aerogenes and non- 
hemolytic streptococcus, She was given prontylin, 744 
gr. every 4 hours, and iron therapy added. Her progress 
was uninterrupted. On July 26th she was cystoscoped. 
There was very little sign of inflammation. Both ureters 
were catheterized easily. Indigo-carmine was injected 
intravenously and appeared in the left side in 8% 
minutes and the right in 10 minutes. A double pyelo- 
gram was made, using 20 c¢.c. on the right side and 10 
c.c. on the left. Cultures were all negative. The pyelo- 
gram No. 2 showed a markedly dilated and tortuous right 
ureter with dilatation of the pelvis and calyces. There 
was some dilatation of the left but it was not so marked. 
She was seen on August 25, 1939, her symptoms were 
negative except for a little tenderness over the right 
kidney on deep palpation. Her urine was negative on 
culture. 


CASE 4 


Mrs. S., aged 23. Referred by Dr. J. W. Cook. Seven 
months’ pregnant, history of four miscarriages cause 
unknown. [Il at home in country for some time without 
care. On June 14, 1938, Dr. Cook was called and brought 
her to hospital. There were pains as if she was going 
into labour, these had quieted down by next day and 
there was indefinite pain in the back. She was given 
potassium citrate. During the 17th she had several chills 
with pain in the back with considerable pus in the urine. 
That night temperature rose to 107° F. She was cysto- 
scoped at the height of the fever. There was only 
moderate congestion in the bladder. Both ureters were 
catheterized. The tension was increased on both sides 
but was more marked on the right. Both sides were 
lavaged until the return was clear. The catheters were 
left in the ureters and 5 ¢.c. of normal saline were in- 
jected into each catheter every hour for first 24 hours 
then every three hours. Potassium citrate was given in 
30-grain doses every three hours. The catheters were 
removed on the 21st. The culture reports showed colon 
bacillus in both right and left specimens. On the 23rd 
medication was changed to prontylin gr. x three times 
daily. She left hospital on the 28th with a normal 
temperature. In August she returned to hospital and 
had her baby without trouble. Culture of urine was still 
positive and prontylin was prescribed. She returned to 
hospital a year later for another baby, again without 
prenatal care. Culture of the urine at this time was 
negative. 


CASE 5 


Mrs. B., aged 23, primipara, 5 months’ pregnant. 
Referred by Dr. McLeod. Admitted to hospital on the 
evening of October 21, 1938, with history of complete 
well being until three days previous when she had a chill 


followed by nausea and vomiting. There were elevated 
temperature and right sided pain but no urinary symp- 
toms. On the morning of admission, she suddenly 
developed upper abdominal distension, which became 
worse during the day. On admission, blood pressure 
115/50; white blood cells, 21,400; urine, specific gravity, 
1.022, trace of albumin, approximately 3 white blood 
cells and 2 red blood cells per high power field. She was 
given 1,100 ¢.c. intravenous glucose in saline. In the 
morning there was increased distension and the only 
localizing sign was a deep tenderness on palpation in 
right renal region. Cystoscopy showed some congestion 
in the bladder. An F6 catheter was passed up the right 
ureter, urine was under tension, 40 c.c. being recovered in 
a few minutes. There was immediate lessening of ab- 
dominal pain. The pelvis was irrigated several times 
with a saline solution and the catheter left in the ureter. 
Five c.c. of normal saline were injected into the catheter 
every hour for 24 hours and then every three hours for 
next 24 hours when the catheter was removed. Cultures 
showed colon bacillus. She was given two mandam 
tablets after meals. There was rapid disappearance of 
all symptoms. Urine culture was still positive on 
October 27th. On October 30th she was cystoscoped, 
there was very little evidence of bladder inflammation. 
An F10 dilatating bougie was passed up the right ureter 
and 5 ¢.c. of 5 per cent neosilvol were instilled in the 
right pelvis through a catheter. 

She was discharged on November Ist. 
urinary symptoms. Mandelic acid therapy was kept u 
with mandams. Culture was positive on November 11t 
but negative on November 30th. She had her baby in 
February without trouble and recently reported she had 
had no illness of any kind since. 


There were no 


STATISTICS 


My statistics may be very briefly summarized. 
There were 8 primipare and 11 multipare; five 
of the multipare were undergoing their fourth 
pregnancy. Recurrences. — One patient was 
treated during her first and second pregnancy; 
no other recurrences were found although sev- 
eral had other pregnancies without difficulty. 
Age.—tThe ages of patients varied from 18 to 33. 
Period during pregnancy.—Fourteen were in 
their second trimester, three in the third, while 
two were post-partum. Season.—There was no 
seasonal preference, cases were encountered in 
practically every month of the year. Symp- 
toms.—Pain and fever were universally present, 
frequency of urination was not an outstanding 
complaint, definite chills were recorded in nearly 
every history, symptoms predominated in the 
right side in thirteen cases in the left side in 
two and were about equal in four. Bacteriology. 
Colon bacilli were present in every case and in 
one non-hemolytic streptococci were also isolated 
on culture. Wherever the non-offending side 
was catheterized colon bacilli were also found on 
culture in the urine from that ureter. 


TREATMENT 


As outlined in the cases presented various 
forms of drug therapy were used throughout 
these years. The newer drugs were utilized, as 
their usefulness in the treatment of urinary 
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infections was recognized. The earlier cases 
were given potassium citrate in 20 and 30-grain 
doses during the acute stage, followed by hexa- 
mine for a considerable time. In later cases the 
various forms of mandeliec acid therapy were 
used and in some cases sulfanilamide. At 
present my preference is for mandelic acid in 
the form of ammonium mandelate, although we 
must remember that hexamine is still our most 
useful drug for clearing up residual infection, 
especially when used with an acidifier, of which 
ammonium chloride is the most satisfactory. 

In pyelonephritis, such as we are considering, 
the most valuable part of the treatment is the 
insertion of an indwelling ureteral catheter. 
There is no contra-indication to its:use and no 
reason for delay once the failure of the usual 
medical and postural means of treatment is 
demonstrated. In fact, in severe cases, the 
catheter should be passed without delay. In 
spite of the pregnancy cystoscopic examination 
is not usually difficult. The cystoscope will 
enter the bladder with ease. If the fetal head 
is low down there may be some difficulty in 
getting enough fluid into the bladder to work 


_ freely. This is overcome by lowering the head — 


of the examining table. The bladder in the 
pregnant woman is considerably distorted and 
the usual landmarks are ironed out. Seng® de- 
. scribes this distortion ‘‘as a lengthening of the 
vésicle trigone from the urethro-vesicle orifice 
to the inter-ureteric ridge and a broadening of 
the base of the triangle so that in many cases 
the ureteral orifices are really farther apart 
than in the bladder of the non-pregnant 
woman’’. In my experience I have found that 
the ureteral orifices are much nearer the lateral 
walls during pregnancy than in the non- 
pregnant woman. As the urethra seems quite 
lax this does not make catheterization of the 
ureters any more difficult. 

In my series I found no trace of a residuum 
in any bladder. 

In spite of the severity of the infection the 
bladder often shows little evidence of inflam- 
matory reaction and the orifices are usually 
fairly easily located. However in two of my 
cases there was so much bladder involvement 
that I could not find the orifices. 


As the catheter is passed up the ureter one is 
surprised at the rapid flow of urine through the 
catheter showing the degree of tension in the 
pelvis and ureter. As no anesthetic is used 


during the instrumentation it is not unusual to 
have the patient remark upon the rapid easing 
of the pain in her loin. The pelvis is lavaged 
through the catheter with saline solution until 
the return flow is clear. Formerly it was con- 
sidered necessary to instil silver nitrate or 
some other solution into the pelvis, now it is 
felt that adequate drainage is sufficient. This 
means that the catheter must be kept patent. 
This is done by having the nurse inject and 
withdraw 5 e¢.e. of saline solution every hour 
the first day and then every three hours as long 
as the catheter is in the ureter. The catheter 
is usually left in the ureter 48 hours but may 
be left in place longer if indicated. 


RESULTS 

All the mothers in this series recovered; 17 
living babies were born. There were no thera- 
peutic inductions. There were two premature 
labours with dead babies; one of these was one 
of the two that I could not catheterize, the 
other miscarried two days after cystoscopic 
manipulation when her symptoms had prac- 
tically disappeared. My results and studies, 
therefore, coincide with the more recent re- 
ports. In fact there is now almost a unanimity 
of opinion as to the indications for and the 
results obtained by catheter drainage in pyelo- 
nephritis of pregnancy. 


DISCUSSION 


There is, however, still a very wide diver- 
gence of opinion as to the reason why this 
condition develops. It is true that about half 
the cases give a history of previous renal infec- 
tion, but in some of the others the condition 
develops with dramatic suddenness. 

All writers are agreed that there is a con- 
siderable dilatation of the pelvis and ureters in 
all pregnant women, starting early in preg- 
nancy and resolving rapidly in the puerperium, 
Seng® after a very intensive study summarizes 
his findings as follows ‘‘ Every pregnant woman 
has, at some time during her pregnancy, a 
varying degree of dilatation of one or both 
ureters and renal pelvis. Dilatation may begin 
as early as the sixth week and usually reaches 
its maximum between the twenty-second and 
twenty-fourth weeks of pregnancy. It is never 
enormous unless associated with disease. At 
about the twentieth week there begins an asso- 
ciated demonstrable stasis which persists 
throughout the rest of the pregnancy but varies 








148 






in intensity, not so much according to the 
period of the pregnancy as to the reaction of 
the individual woman.’’ 

There are many theories as to why this dila- 
tation develops, being all the way from 
increased blood supply to pressure from the 
gravid uterus. 

Naturally, with dilated ureters there is a 
resultant stasis in the urinary tract. Constipa- 
tion is a very common condition in the preg- 
nant woman; this allows for a greater accumu- 
lation of colon bacilli in the digestive tract. 
The entry of colon bacilli to the urinary system 
by the hematogenous route is comparatively 
easy. 

We have here the four factors of constipa- 
tion, colon bacilli, dilatation of the ureters and 
stasis. This would seem to be a reasonable 
explanation of our problem, but is it? In view 
of the fact that three of the factors, ureteral 
dilatation, stasis and constipation are universal- 
ly present and that various studies in the 
pregnant woman has shown the presence of the 
colon bacillus in the urine in from 40 to 60 per 
cent of these cases without symptoms, should 
we not consider these factors as physiological 
and look for some other explanation of pyelo- 
nephritis of pregnancy? 

In spite of the large number of clinical 
studies of this condition I am impressed with 
the scarcity of studies in the lower ureter. The 
only reference I have found is to the work of 
Hofbauer’? who is reported to have found 
definite hyperplastic and hypertrophic changes 
both in the musculature and in the connective 
tissue of the lower ureter. 


The location of the lower ureter makes it 
very susceptible to any changes in the sur- 
rounding tissues. During pregnancy these 
tissues have a greatly increased blood supply 
and connective-tissue development. These with 
the above referred to changes in the ureteral 
walls will all have a tendency to convert this 
portion of the ureter into a non-yielding tube. 
This feeling is borne out by the findings that in 
all pyelograms the lower ureter does not par- 
ticipate in the otherwise universal dilatation. 


Is it not reasonable to suppose that the pro- 
gressive action of this connective tissue in the 
lower ureter, when associated with some sys- 
temic upset such as exposure to cold or damp- 
ness or some digestive indiscretion, is enough to 
cause a temporary obstruction to the ureter? 
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This obstruction on top of the already present 
dilatation, stasis and bacilli can cause the symp- 
toms of this disease. 


In my opinion we should look to the lower 
ureter for an explanation as to why a certain 
number of parturient women develop pyelo- 
nephritis of pregnancy. In support of this 
theory there are the following: (a) The cysto- 
scopic findings of pyelonephritis of pregnancy 
do not as a rule show the same degree of 
vesicle involvement as an ordinary pyeloneph- 
ritis. (b) We know that the treatment of 
pyelonephritis of pregnancy is essentially a 
matter of drainage, and that that drainage is 
secured by the passage of a ureteral catheter. 
(c) We know that as soon as the catheter 
passes through the lower segment of the ureter 
we obtain urine under tension and that with 
the release of this tension the patient gets 
release of pain. (d) In many cases the catheter 
will enter the ureteral meatus easily enough 
but there is often difficult manipulation to get 
the catheter through the lower part of the 
ureter. (e) Even after treatment and with 
freedom from pain and other symptoms the 
ureteral dilatation persists until after child- 
birth and the colon bacilli are not eradicated 
until that time. 


Histological studies of this area of the ureter 
in the pregnant woman should give a lead to- 
wards a solution of our problem. Pyeloneph- 
ritis of pregnancy being so rarely fatal, the 
opportunities for study will be few. With the 
lack of these histological studies one hesitates 
to use the term ureteral stricture. However, I 
feel that we should consider the term here in 
its broadest sense, because we are dealing with 
a condition which suddenly results in a partial 
obstruction to an already overburdened section 
of the ureter. 


Acting on this presumption in my last few 
cases, after waiting until temperature has been 
normal for a few days, I have passed a dilating 
bougie, size No. 10, up the ureter, using evipal 
anesthesia. I have seen no bad effects and it 
gives a much greater feeling of security for the 
remainder of the pregnancy. 


One note of warning; even the most gently 
ureteral catheterization during the last month 
of pregnancy may be enough to stimulate 
labour. I had it happen in one of the cases 
referred to me in this series presented to-day 
and have had it happen in other investigations 
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associated with pregnancy. It is no contra- 
indication for catheterization, because a suc- 
cessful labour at this stage is usually fairly 
easy on the mother and has resulted in each 
case in a living child. It is just another 
indication of the close relationship existing 
between the lower ureter and the cervix. 


SUMMARY 
1. There is general agreement on the clinical 
and bacteriological findings and on the treat- 
ment of pyelonephritis of pregnancy. 
2. The suggestion is made that the further 
histological studies of the lower ureter may 
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result in a reasonable explanation of why this 
condition develops. 
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KIDNEY TUMOURS* 


(An ANALYSIS OF A SERIES OF 118 Casss) 


By EMERSON SMITH AND ALLEN YOUNG 


Montreal 


“THE purpose of this communication is to 

present an analysis of the cases of renal 
tumour that have been treated in our Service 
during the past 20 years. There have been 118 
cases diagnosed renal tumour out of 18,000 
admissions, and of these 21 were classified as 
benign, and 97 were malignant. 


BENIGN TUMOURS 


Of the 21 benign tumours 20 were operated 
upon and one was not. The pathological re- 
ports from operations were: 


OM CUE cca wccweewcsdsece seuwedncens 8 
Multiple CySte .cccccccccccccccccccccccce 2 
PEON cincccdcnsesdcccavcdccscseveces 2 
Papiliome amd caleali ......ccccsccccesces 2 
sg | Pe eererree Terre rT Tree 3 
PO 6 hows swictews ceudewedeesous 2 


Leiomyoma 


These benign tumours (not including solitary 
cysts) have no characteristic symptoms which 
will distinguish them from the malignant 
growths, hence most of them were diagnosed as 
benign post-operatively. Some caused no symp- 
toms and were found on routine cystoscopic 
examination by a filling defect in one or more 
of the calyces. Certain of the solitary cysts gave 
no symptoms, and the mass was found on 
routine physical examination. In the two cases 


* Read before the Stormont and Glengarry Medical 
Society, Cornwall, Ont., May 7, 1940. 


From the Department of Urology, Royal Victoria 
Hospital, Montreal. 


of papilloma and caleuli the papilloma was not 
diagnosed before operation. 

In the cases of hemangioma the only symp- 
tom was persistent bleeding. In one the pyelo- 
gram showed a dilated and distorted renal 
pelvis, while in the other there was persistent 
bleeding with no apparent alteration of the 
renal pelvis, nor any evidence of a filling de- 
fect in the calyeces, There were no adenomas 
in the series. 

These 20 patients were discharged as cured, 
and have remained so as far as we ean ascer- 
tain. 


MALIGNANT TUMOURS 


There were 97 cases that came under this 
heading, of which 62 were proved malignant by 
operation. Nineteen patients were not operated 
upon because of metastases; 9 were not oper- 
ated upon because of their poor physical con- 
dition, and 7, who we felt quite sure were 
malignant eases, refused operation. 

The age incidence of these 97 cases was as 
follows: 


0-10 YEATS .ccececccecccececcceees 2 
TO-20 66 nec c cece ccccccccccsces 2 
20-30 66 ccc ccc cc ccccccccccccces 6 
S040 66 cc ccc ccccccccccccccccs 4 
4O-GO 66 wccccccccceccccesseces 22 
SO-GD 66 cece cccccccccsccccces 39 
GO=70 66 nce ccccccccccccsccssecs 16 
70-80 66 kc ccccccsccccceccccccese 6 


Approximately 60 per cent of the cases oc- 
curred during the fourth and fifth decade, and 
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over 80 per cent occurred after the age of 40. 
There were 56 males and 41 females. 


PATHOLOGY 

There were all the various degrees of pro- 
gression of growth in relation to the kidney. 
In a few, 3 as far as could be determined, the 
growth was entirely limited to the kidney 
parenchyma. In 2 the growth had just broken 
into the pelvis or calyx by a minute opening. 
In some it had just broken through the renal 
eapsule. Unfortunately, in a large number 
direct extension into the surrounding tissues or 
gross involvement of the peri-aortic glands was 
present. The growth involved the right kidney 
47 times, and the left kidney 50 times. 

The approximate percentages of the site of 
the growth in the kidney were: 


' Percentage 
WORSE BONS ones cdsvcnccswssesseese 25 
REE DEED: on csc cwecssscsacsvaeevess 18 
BEAGGEe BIOR onc ccccccvccccecccccsse 16 
SE OT pi vos rereswcsesnsvesaes 25 
Kidney pelvis ......csccsccccscccces 16 


There are many and divergent views on the 
classification of renal parenchymal tumours, 
and no two authorities are agreed. Some sug- 
gest calling them all nephromas; others suggest 
the following: (1) cysts, (2) tumours re- 
sembling adrenal tissue, (3) tumours not 
resembling adrenal tissue. The following ab- 
breviated classification is used on our service. 
We are well aware of its limitations from the 
standpoint of the pathologist, but find it useful 
from the clinical standpoint. 


A. Parenchymal. 

1. Connective and vascular tissue. 
(a) Benign—fibroma, angioma, etc. 
(b) Malignant—sarcoma. 

2. Epithelial. 
(a) Benign—adenoma. 
(b) Malignant—adenocarcinoma, 

carcinoma, 


3. Embryonal. 
(a) Benign, i.e., dermoid. 
(b) Malignant, i.e., Wilms, 
B. Pelvis. 
(a) Benign—papilloma. 
(b) Malignant—papillary carcinoma, 
carcinoma. 


Clinical differeritiation of the various types 
of parenchymal growth in our experience is 


impossible, and confusion exists in the patho- 
logical classification of these neoplasms. The 


most common forms of kidney epithelial 
parenchymal malignant growths are adenocar- 
cinoma and carcinoma, and the confusion of 
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these with the more rare types of growth such 
as papillary cystadenoma, etc., is not of clinical 
importance, for they are all malignant. 

The pathological reports on the 62 cases 
operated on were as follows: 


RAOMOCROMOM, nici ects cseseicsenss 40 
Cdn bh sas se Kewes nese es saees 15 
SAT CHMID- oss iosis SNe Rie tie eae OS Ouee 3 
Embryoma (Wilms) ........ccccccees 2 
Papillary carcinoma (pelvis) ......... 2 


Embryonal tumours occur more frequently in 
children. Recently, however, a large renal 
tumour was removed from a 68-year old female 
patient. Sections of this tumour showed in 
some areas sarcoma and in others carcinoma. 
Evidently this was a growth somewhat similar 
in characteristics to the Wilms tumour. The 
sarcomas are much rarer, and are generally of 
the embryonic or mixed type. The sarcomas in 
our series of cases occurred (1) in a child aged 
8 years, who was operated upon and died on 
the operating table; (2) ina child aged 4 years, 
who died 3 months after operation; and (3) in 
a male of 68 years. 

There was an interesting case, a neuroblas- 
toma of the adrenal, which had by direct 
extension involved the kidney pelvis. The pre- 
operative diagnosis in this case was primary 
growth of the kidney. 

The growths of the renal pelvis are very 
similar in character to those of the bladder. 

The metastases were either lymphatic to the 
retroperitoneal lymph glands, or, hemato- 
genous to various parenchymatous organs. 
The metastases or direct extension of these 
tumours occurred in practically every organ of 
the body. They were present in the follow- 
ing locations: perirenal fat; adjacent lymph 
glands; renal vein; peritoneum; opposite kid- 
ney; adrenal glands; tongue; liver; lung; 
brain; pancreas; spleen; lumbar vertebre; 
humerus and ribs. 


Caleuli are occasionally associated with tu- 
mours, and sometimes are completely sur- 
rounded by the growth. In one of our cases 
the patient was diagnosed renal calculus before 
operation, and it was the pain due to the eal- 
culus which brought him under supervision. 
At operation for removal of the calculus, an 
early adenocarcinoma was found in the kidney. 
Tumours of the renal pelvis are more often 
associated with calculi than is a tumour of the 
kidney itself. 
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SyMPTOMS 
The symptoms varied from no urological 
symptoms at all to combined gross hematuria, 
pain, and tumour. The chief signs and symp- 


toms were: 
Initial Associated 
PIRMAIGTIE. 2cciddidewiccacsaes 48 16 
PO esiriissunsesiucesiosds 34 36 
POMUGE. gsc d sa nanawdcae we 9 29 
Weakness and loss of weight . 6 17 
BHOPOE shi Sse edda cascade 0 9 
WEPIGGCEIS kkash ceo Sacecanse 0 4 


The symptom triad of hematuria, pain and 
tumour was present in 19 cases; most of these 
had metastases and were considered inoperable. 
This emphasizes the importance of early in- 
vestigation of any urological symptoms such as 
hematuria, so that a correct diagnosis can be 
made before the classical symptoms are 
present, as it is then usually too late to hope 
for cure from any treatment. This makes pro- 
foundly important the investigation of any 
single symptom which points toward the kid- 
ney. 

In this series hematuria was the most promi- 
nent initial sign, occurring in 50 per cent of the 
eases. Four patients had hematuria as the 
only sign. It is probably the most important 
single manifestation, as it immediately directs 
the patient’s notice and the attention of the 
physician to the urinary tract. Twenty-five 
cases however did not have hematuria, either 
as an initial or associated sign. 

Pain was the most prevalent symptom, oceur- 
ring in 34 eases as the initial symptom, and in 
36 cases as an associated symptom. Its char- 
acter was generally that of a persistent, dull, 
gnawing ache, except during the passage of a 
blood clot, when it was colicky and radiating. 

A tumour mass occurred as an initial sign in 
9 cases, but as an associated one in 29 cases. 
The cases in which weakness and loss of weight 
were the initial features had far advanced 
lesions with multiple metastases when seen. 

The onset of symptoms before seeking medi- 
cal attention or being admitted to the hospital 
ranged all the way from 10 hours to 15 years. 
Over 60 per cent, however, sought medical at- 
tention within one year of the onset of symp- 
toms. Two cases were admitted to our service 
after operation for tumours elsewhere in the 
body, one in the skull and one in the brain, in 
which the pathological report suggested a 
metastatic growth from the kidney, which was 


later proved to be true. In these two cases 
there was nothing in the history or physical 
examination to suggest renal carcinoma. The 
patients presenting themselves soon after the 
onset of symptoms did not necessarily escape 
metastases, as was shown by the last two de- 
scribed cases. ‘‘Of the 97 cases of malignant 
growth of the kidney, 31 showed metastases or 
direct extension into the surrounding peri- 
renal structures, either before or at operation.’’ 


DIAGNOSIS 

In the majority of cases the diagnosis was 
not difficult. The history, the physical ex- 
amination, cystoscopie and pyelographic study, 
retrograde and intravenous, usually revealed 
sufficient data to make an accurate diagnosis. 
The changes that may occur in the pyelogram 
vary from complete obliteration of the pelvis 
to very minute alterations in a minor calyx, 
and correct interpretations of these latter 
changes are sometimes very difficult. Condi- 
tions other than tumour may give somewhat 
similar pyelograms, such as hydronephrosis, 
extensive pyonephrosis, perinephritic abscess, 
retroperitoneal growths, congenital cystic kid- 
ney, blood clot in renal pelvis, and certain ecal- 
euli. Intravenous urography, which at first it 
was thought would increase the percentage of 
early diagnosis in kidney tumours, has proved 
somewhat disappointing in our hands, and at 
present at least does not give nearly as much 
correct information as does a complete urologi- 
eal study. Aspiration biopsies have not been 
made in our series, but occasionally this pro- 
cedure might be useful in differentiating a fixed 
hydronephrosis from a new growth. In any 
retroperitoneal mass in which the diagnosis is 
not absolutely clear an exploratory operation 
is indicated. 


TREATMENT 

Nephrectomy with removal of the involved 
lymph glands, if any, is the only hope of cure. 
If at operation it is found that the growth has 
extended into surrounding tissues, is densely 
adherent, and hence incurable, a procedure to 
be considered is ligation of the ureter. This 
may be done when the kidney is not infected. 
It controls the pain due to passage of blood 
elots down the ureter. 

In all our cases a nephrectomy was done 
through a curved loin incision, and all the in- 
volved regional lymph glands that could be 
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found were removed when possible. Trans- 
peritoneal nephrectomy was not necessary in 
any of the cases, nor was resection of the 12th 
rib. X-ray therapy may be used pre-operative- 
ly-or post-operatively, or both. No definite 
routine was followed consistently. Pre-opera- 
tive radiation is particularly indicated in cases 
of Wilms tumour. The tumour mass usually 
recedes, and it is at this time that a nephrec- 
tomy should be done. X-ray alone is only 
palliative, but is useful in the treatment of 
cases where there are metastases. 


PROGNOSIS 

The prognosis is far from encouraging, the 
ultimate mortality being given as high as 90 
per cent by most observers. Israel in 34 cases 
reported 18 deaths from metastases within 2 
years; Garceau in 43 cases, 39 deaths from 
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recurrence or metastases within 3 years; Cun- 
ningham in 31 patients reported that only 9 
had passed the 3 year mark; Braasch had 27 
per cent cures at the end of 3 years, and 10 per 
cent at the end of 5 years; Hyman reported 15 
per cent cures at the end of 5 years. In our 
eases the vast majority have died from recur- 
rence or metastases within 5 years; the occa- 
sional one lasting a few years longer. 


SUMMARY 

From this analysis of our series of renal 
tumours we are impressed with: 

1. The importance of thorough and early in- 
vestigation. 

2. The extreme malignancy of kidney tu- 
mours and the poor prognosis. 

3. Early nephrectomy is the only treatment 
offering any hope of cure. 


Urologist in Charge, Children’s Memorial Hospital, Montreal 


CUTE urinary infections in children, usually 

in the nature of an acute pyelonephritis, are 
relatively common. They appear frequently in 
the course of or follow an acute infection else- 
where in the body, are usually self-limited, and 
disappear, with or without specific treatment, in 
the course of three to four weeks. The chronic 
urinary infections, on the other hand, cover a 
multiplicity of lesions and persist often in spite 
of various forms of treatment, or recur after a 
certain period when the treatment has been 
discontinued. 

The study of a series of 85 urinary infections 
seen on the wards of the Children’s Memorial 
Hospital; Montreal, during the last several 
years has brought to our attention many interest- 
ing findings concerning both these types. In 
this series there were 61 infections in girls as 
compared with 24 in boys. Of the total number 
seen 45 were acute renal infections; the remain- 
ing 40 were chronic and persistent in type. 

First, with the acute infections, there were 
8 of these among boys and 6 of these under 
three years of age. There were as one would 
expect more infections among girls, with 21 seen 





*Read at the Seventy-first Annual Meeting of the 
Canadian Medical Association, Section of Urology, 
Toronto, June 19, 1940. 


in the diaper age and 16 in the older children. 

These 45 cases of infection, with two excep- 
tions where death occurred, subsided in from 
three to four weeks following the onset, and, 
having been followed in the outpatient depart- 
ment, have shown no signs nor symptoms of a 
recurrence. 

In 23 of these children an acute infection 
elsewhere in the body preceded or accompanied 
the urinary infection, 17 being of a respiratory 
nature and only 4 gastro-intestinal in origin, a 
much lower figure than one would ordinarily 
expect to find. The relation of foci of infection 
to urinary infection is very suggestive of a 
hematogenous spread, but a difficult thing to 
prove. 

The symptoms complained of on admission in 
the younger children were mainly fever, ac- 
companied by a mild gastro-intestinal upset; in 
the older group at times pain and urinary dis- 
turbances were also present. 

Cultures of the urine showed a marked pre- 
dominance of members of the colon family, with 
a smaller number of cases due to Staph. pyo- 
genes. Two congenital anomalies were found in 
this group—stricture of the urethral meatus and 
of the ureteral orifice—both causing a mild and 
early hydronephrosis, 
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The treatment prescribed for these children 
varied greatly, but forced fluids, rest, and 
proper elimination of the bowels were accom- 
panied by the use of one or other and at times 
several in turn of the favourite urinary anti- 
septics — urotropin with ammonium chloride, 
ammonium or calcium mandelate, sulfanilamide 
or neoprontosil. 

In the group of 40 chronic eases lasting six 
weeks or longer or those recurring after having 
been discharged from the wards or outpatient 
department with a sterile urine, we find that 
there were 24 girls and 16 boys. Among the 
girls of the diaper age there were six persistent 
infections, and none of these showed any con- 
genital abnormality of the urinary tract to 
account for the chronicity of the infection. Four 
had a non-specific vaginitis with involvement of 
the urethra and trigone, and all cleared up with 
the use of sulfanilamide suppositories. The 
other two apparently had been insufficiently 
treated, and were discharged before several 
negative urine cultures had been obtained. An- 
other error that we have found is, of obtaining 
a false report of sterility while the patient was 
still receiving relatively large amounts of sulfa- 
nilamide. 

In the group of 16 girls with chronic infec- 
tions over three years of age, 4 had various 
other foci of infection after the removal of which 
a cure of the renal infection was obtained. 
None of these girls showed any congenital 
anomaly. The remaining 12 were found to have 
some urinary anomaly. The main lesion was 
one of upper tract obstruction. The causes were 
uretero-vesical stricture, uretero-pelviec obstruc- 
tions, renal hypoplasia, neuro-muscular dilata- 
tion of the ureter and pelvis, lack of rotation of 
the kidney pelvis, double ureters with dilatation 
of one or both branches of the ureter and pelvis. 
Three cases showed a hydronephrosis but with- 
out any evidence of obstruction. It is possible 
that these were the so-called inflammatory dila- 
tations, the result of, rather than, the contribu- 
tory cause of the persistent infection. 

When we look at the chronic infections in the 
16 boys we find 12 with congenital anomalies 
of the obstructing type. Those under three years 
of age showed strictures of the urethral meatus 
and of the uretero-vesical junction. 

In the older boys we found 3 with an obstruc- 
tion at the vesical neck, and each of them with 
the usual pathological picture seen so commonly 
in the older prostatic patient. One was due to 
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prostatic valves, the other two were typical 
contractions of the vesical neck. There were 
also two ureterovesical strictures and three of 
ureteropelvic obstruction, one of these caused 
by an aberrant vessel, the others by fascial bands 
and stricture. In addition there was one case 
of cord bladder with the usual accompanying 
atonic bladder and bilateral hydronephrosis. 
The remaining four cases were due to a sarcoma 
of the prostate with bilateral hydronephrosis 
and three of renal tuberculosis. 


Grouping the chronic infections in both boys 
and girls, we find that in 60 per cent of the 
cases there was some congenital anomaly causing 
obstruction and urinary stasis. 


The investigation of these cases of chronic 
urinary infection should begin with a general 
examination for evidence of focal infection, 
external examination of the urinary tract for 
gross evidence of disease, then a complete ex- 
amination of the urine and urinary function. 
Culture of the urine should be a routine meas- 
ure, as well as the estimation of the amount of 
residual urine. 


In eases with a satisfactory renal function 
excretory urography should be carried out, 
either intravenously or subcutaneously. 

The final measure should of course be the 
cystoscopie examination with retrograde pyelo- 
graphy and cystography, as that is the only and 
best method of gaining a satisfactory picture of 
the lesion involved. 

In treatment the first principle is to relieve 
obstruction, and in our group of cases the ob- 
structive sites were at the urethral meatus, the 
vesical neck, the uretero-vesical, and the uretero- 
pelvic junctions. These may be treated by 
incision, resection, dilatation, or by plastic opera- 
tion. With the obstruction relieved, the ap- 
propriate urinary antiseptic may be pushed to 
the limit. There will of course be some cases 
where relief of obstruction is not possible, 
and while the newer antiseptics will render the 
urine temporarily sterile, relapse will usually 
occur, making nephrectomy or uretero-nephrec- 
tomy necessary. 


SUMMARY 


A series of urinary infections in children has 
been reported. There were 61 in females and 
24 in males. Of these, 40 were chronic in 
nature, 24 in girls and 16 in boys. 

Sixty per cent of these chronic infections per- 
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sisted because of urinary stasis or obstruction 
caused by some congenital abnormality in the 
urinary tract. 

Among the remaining 40 per cent a certain 
number of the chronic infections in girls cleared 
up on treatment only after the removal of in- 
fectious foci elsewhere in the body. 


CoNCLUSIONS 
1. All chronie urinary infections in children 
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should be thoroughly investigated, as the reason 
for their persistence can nearly always be found. 

2. Congenital anomalies of the urinary tract 
causing stasis have been found in the majority 
of children suffering from a chronic urinary 
infection. 

3. The diagnosis of congenital anomalies of 
the urinary tract causing stasis or infection 
should be made in childhood and not years later, 
in adult life. 


THE VALUE OF REMEDIAL EXERCISES IN TREATMENT* 
By Guy H. Fisk, B.A., M.D., C.M., D.T.M.&H. ° 


Montreal 


PHYSICIANS have neglected the use of exer- 

cises as curative procedures, with the result 
that many quacks, cultists, trainers and others 
have used them as an entering wedge to obtain 
a medical practice. 

Now, therapeutic, exercises may be defined as 
supervised bodily movements, with or without 
apparatus, for the purpose of restoring normal 
function to a diseased or injured part. Both 
- the amount and type of exercise must be proper- 
ly prescribed in each ease if good results are to 
be obtained. This is impossible if the doctor just 
tells his patient to go home and move his leg or 
arm as the case may be three times a day. 
Patients will either not move the part because it 
is painful or awkward, or else they will perform 
the movement in a desultory fashion, getting 
little or no benefit from it. Indeed in many 
eases they simply confirm themselves in some 
trick movement of an undesirable nature. To 
_prevent this the patient should be taught the 
exercises and made to do them several times 
under the supervision of the doctor. It is prob- 
ably best to have a trained physiotherapy tech- 
nician teach the patient, as she will be able to 
spend sufficient time to see that the patient 
performs each exercise properly and encourage 
him with the more difficult procedures. Even 
after he has been taught it is wise to have the 
patient do the exercises under the technician’s 
supervision three times a week to prevent him 
losing interest. When the patient is able to do 
the most complex exercises properly, and has 


*Read at the Seventy-first Annual Meeting of the 
Canadian Medical Association, Section of Medicine, 
Toronto, June 20, 1940. 

From the Department of Physical Therapy, Montreal 
General Hospital. 


practically corrected his deformities then he may 
be trusted to carry on alone. Throughout the 
whole illness there should be periodic checks by 
the doctor to see that the proper exercises are 
being used. 

The doctor must be ever ready to combat the 
attitude of the patient who expects the physio- 
therapy machine to cure him. Unfortunately, 
patients have more faith in the curative power 
of a machine than in their own efforts and they 
will remain passive, expecting to be cured by the 
short wave or other treatment. The machine is 
impressive and an adjunct in treatment, but in 
many cases active co-operation of the patient in 
the performance of exercises after such treat- 
ment is essential, Exercises are often thought of 
as being a series of physical jerks. Nothing 
could be farther from the truth. An exercise. 
may mean simply the performance of a single 
movement correctly. It is in the teaching of 
these individual muscle movements that the 
physical therapeutist can be of value and 
assistance. Such movements may be performed 
either with gravity entirely eliminated by slings, 
or against both gravity and added resistance, de- 
pending on the case. Another commonly used 
exercise when actual limb movement is contra- 
indicated is static contraction. The contraction 
of the muscle without joint movement is of great 
value in preventing atrophy. I shall now en- 
deavour to point out a few common medical con- 
ditions in which exercises are of value and to 
describe a few of the most suitable exercises. 

Backache is one of the commonest of all medi- 
eal conditions. When this is due to postural de- 
formities it can be very successfully treated by 
exercises. It is seen most commonly in ado- 
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lescents, but both children and adults also de- 
velop the condition and yield very satisfactory 
results with treatment. In the child with a func- 
tional scoliosis the development of structural de- 
formities can be prevented by exercises. In 
such a ease the co-operation of the parents as 
well as of the patient should be obtained. First, 
the patient is taught the correct standing pos- 
ture. All his postural defects in the resting 
position are corrected in front of a large mirror. 
Then, when he has learned to stand properly, 
simple spinal flexion exercises are started. At 
first he will tend to return to his original 
seoliotic posture. 
vent this and see that he returns to a proper 
position of rest. Once he is able to return to a 
proper position of rest then the complexity of 
the exercises may be increased. Too many 
technicians try to increase the complexity of 
the exercises before the patient has learned to 
return to a correct posture and so are disap- 
pointed with their results. Such exercises as 
raising the body from a lying to a sitting posi- 
tion both with and without the assistance of 
fixation of the feet should be used. Many 
modifications of such exercises by varying the 
position of the arms can be introduced. 

The patient should also learn to hang from a 
bar. While hanging from the bar the masseuse 
should see that the correct position is main- 
tained and if necessary over-correct any ab- 
normality by manual pressure. The use of a 
Sayre’s sling will be a great help in the treat- 
ment of younger patients, as full extension is 
readily obtained in this manner. A similar 
scheme of exercises may be used for the cor- 
rection of kyphosis and lordosis when these are 
the postural defects. If the condition has be- 
come a structural deformity with bony changes 
a modified set of exercises carefully performed 
will prevent the increase of the deformity, re- 
lieve the pain, and frequently eliminate the 
need for operative interference. The middle- 
aged who are developing lordosis, paunches, 
and pain in the back will get dramatic relief 
from exercises. When treating these older pa- 
tients the exercises must be graduated carefully 
to prevent overstraining. With care they can 
be increased until quite a difficult series has 
been mastered. These exercises are better than 
merely splinting the back with a corset, as the 
muscles, if properly developed, will act as a 
permanent splint and not as a temporary one 
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like a corset. If the patient is already wearing 
a corset an attempt should be made to get him 
to discard it gradually as his muscles get 
stronger. 

In rheumatism or arthritis exercises have a 
very important place. In the acute forms of 
arthritis they are of no value and definitely 
contra-indicated, but in chronic and sub-acute 
eases they will prevent the advent of the in- 
capacitating deformities and in many cases 
enable the patient to earn his living once again. 
These remarks apply with equal force to the 
chronic infectious arthritis, traumatic arthritis, 
and the specific infectious arthritis. By means 
of exercises the patient is enabled to live with 
his disease. During the more acute stages of 
the disease simple slow movements, assisted if 
necessary, of the affected joint through its full 
range once daily is adequate. This will be 
almost painless if it is done slowly and it will 
suffice to break down any adhesions that may 
form. As soon as the subacute stage has sub- 
sided and the patient begins to move his joints 
slightly himself then passive movements on a 
wider scale may be instituted. These should 
be increased gradually and assisted movements 
introduced. In such assisted movements the 
patient moves the joint as far as he can and 
the technician pushes it just a little farther 
each time. In this way the whole range of 
movement is increased. Full active exercises 
should be started just as soon as possible, to re- 
develop the weakened and atrophic muscles. 
All these exercises are best performed after the 
patient has had a preliminary treatment with 
either heat or heat and massage, as the tissues 
are then softer and a greater range of move- 
ment with less pain will be possible. All the 
active movements should be done with a long 
slow swing, and a slight over-swing each time 
will give the increase in range that is our aim. 
Jerky movements are useless as they lead to 
spasticity of the muscles. The movements 
should be done regularly, with an attempt at a 
systematic increase in amount and difficulty, 
or else no benefit will be obtained. Where 
possible the movements should be related to the 
patient’s normal activities, and whenever 
possible he should be encouraged to help him- 
self. Sitting and just wiggling his fingers and 
toes aimlessly will never get any results. 

Fibrositis or fibromyositis is another com- 
mon condition that requires exercises besides 
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massage and heat. After his heat and massage 
the patient should be encouraged to make a 
few simple movements. These movements 
should be increased at each visit. This gives 
the patient confidence and prevents atrophy 
and prolongation of the disease such as is seen 
in many eases where rest has been prescribed. 
If the exercises are painful even after heat the 
pain can usually be relieved by firm pressure 
with the hand over the painful area while the 
exercise is being performed. 


Periarthritis of the shoulder deserves special 
mention. By this term I mean to include the 
eases of sub-deltoid bursitis and ‘‘frozen 
shoulder’’. These patients require properly 
supervised exercises to prevent wasting of the 
deltoid. The patient should be given specific 
movements to develop abduction, elevation, ex- 
ternal and internal rotation of the shoulder. 
Pulleys should also be provided so as to en- 
courage the patient in increasing his range. 
Climbing up a wall with his fingers is helpful, 
and turning a large wheel suspended vertically 
will increase the range of movements. The 
wheel helps by its momentum in carrying the 
arm over the painful spot. 


Sciatica is a condition which shows beneficial 
results with exercises. After the acute stage 
has subsided gentle active movements are 
started. The patient begins by learning to 
relax. This is best done by having him raise 
the leg slightly and then allow it to fall on 
pillows. Pressing the knees together and then 
letting them fall apart also produces relaxation. 
After this the patient begins by using the 
glutei and hamstrings and then works on to the 
quadriceps and abdominal contractions, to 
mobilize the lumbar spine. Then the range of 
exercises is gradually increased to stretch the 
sciatic nerve, until finally the patient is able to 
touch his toes with the knees quite straight and 
flex his hip fully with a straight leg. 


Another form of neuritis urgently requiring 
exercises is Bell’s palsy. Exercises for this 
condition are best given with a mirror and with 
the patient screened off from all other patients 
or alone inaroom. The following are a typical 


set of exercises. Closing the eye, smiling, 
whistling and blowing, closing the mouth 
tightly, showing the teeth, raising the upper 
lip, wrinkling the forehead both vertically and 
horizontally, dilating the nostrils, screwing up 
the whole face and the pronunciation of labials. 
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Resistance may be given to these movements as 
they become stronger. Such exercises should 
be persisted with up to three months after the 
onset. 

Cases of hemiplegia benefit greatly from 
exercises, As soon as they have recovered from 
the preliminary shock attempts should be made 
to give passive movements. After a few weeks 
active movements will be possible. A definite 
program must then be mapped out for each 
patient and adhered to so as to give him the 
feeling that he is progressing. The following 
outline illustrates this point. (1) Active move- 
ments in single joints. These can best be ob- 
tained by means of slings. In these the 
patient is allowed to swing his limb to and fro 
while it is suspended. He should also be taught 
to hold a joint in a fixed position. Holding the 
joint in a fixed position teaches the patient to 
overcome the pull of spastic muscles. (2) Hold 
one joint in a fixed position while moving 
another one. For instance, the shoulder may 
be held extended while the elbow is flexed and 
extended. (3) Teach control of the whole 
limb. This is an extension of the two joint 
control to four and can be done in easy stages. 
As soon as the patient can control the move- 
ments of his limb then postural faults should 
be corrected. In teaching arm movements a 
long stick such as a broom handle is a great 
asset because it enables the patient to assist the 
paralyzed side with the good one. In the same 
way faster co-ordinated movements can be per- 
formed if ropes with pulleys are used. Indi- 
vidual finger movements should also be trained. 
Care is taken of course not to prescribe too 
strenuous exercises, and this is where the tech- 
nician requires medical supervision for in her 
enthusiasm to get the patient back to normal 
she is likely to work him too hard. Failure to 
re-educate the movements in cases of hemi- 
plegia will result in clumsy and unco-ordinated 
movements being developed which are of little 
use to the patient. 

Disseminated sclerosis responds to exercises 
if carefully given. Rather than tell these pa- 
tients that nothing can be done I believe that 
the doctor should work out with them a set of 
exercises and routine activities that come 
within their limited capacity. Active move- 
ments are emphasized for the flexor and ex- 
tensor groups. These movements are developed 
to the point where the spastic antagonists are 
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stretched. Instruction in walking and balane- 
ing helps to partially overcome the ataxia. 
Similarly cases of tabes can improve their gait 
by training their remaining muscle sense and 
using their eyes to replace the loss. In treating 
tabeties one should adhere to certain principles. 
These are, first, to insist on precision in per- 
forming the movements; next, to give move- 
ments that do not require great muscle 
strength ; and as the patient progresses increase 
only the complexity of the movements not the 
resistance. Give the movements quickly and 
over a long range at first. Finer movements 
will have to be taught last. Do the movements 
first with the patient’s eyes open and later with 
them closed. Always make sure that adequate 
rests are given between exercises. 


In infantile paralysis a great deal can be 
done from the start. The exercises should be 
commenced about six weeks after the onset of 
the disease when the fever, pain, and active 
processes have subsided. Graduated exercises 
are given, and care should be taken to see that 
weak muscles are never over stretched. The 
exercises are best done under water and with a 
small patient an ordinary bath tub may be 
used. If a suitable pool is not available the 
effects of gravity can be eliminated by means 
of slings. Improvement may be expected up to 
one year from the beginning of treatment and 
treatment should be continued for that time. 
After a year the patient should be observed 
from time to time to make sure that he con- 
tinues to get full use of what muscles he has 
left. In giving these exercises it is best to start 
first with gravity eliminated, then include 
gravity, then add concentric and eccentric 
movements and finally movements against an 
increased resistance. 


Cases of failing circulation in the legs can 
also be aided by exercises. Buerger’s disease 
and arteriosclerotic cases respond very satis- 
factorily to exercises. The best type of exer- 
cises for these cases are those known as 
Buerger’s exercises. These take many forms, 
but I have found the best one to be the follow- 
ing. Elevate the affected legs to from 60 to 90 
degrees above the horizontal and allow them to 
rest on a support at this angle until blanching 
occurs. This will take from thirty seconds to 
three minutes. As soon as blanching occurs 
hang the feet vertically over the edge of a bed 
for from two to five minutes. To judge the 
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time required allow them to hang down for one 
minute more than is required to for the leg to 
redden. Then rest the leg in a horizontal posi- 
tion for about five minutes. This cycle should 
be repeated six times at each sitting. The 
group of exercises is performed two or three 
times a day. If the legs are painful when 
elevated the period of elevation may be re- 
duced. As improvement occurs bicycle exer- 
cises, bending and extending the toes, and 
making a circle with the foot may be added 
while the feet are in the horizontal position. 
Several pulmonary conditions require exer- 
cises in addition to other treatment to obtain 
complete cures. Of these asthma is perhaps 
the commonest. By means of breathing exer- 
cises a patient can achieve comfort in from one 
to two months even in longstanding chronic 
eases. The aims of the exercises in asthma are 
to teach expiration, diaphragmatic breathing, 
and correct posture. Now, an asthmatic usual- 
ly maintains a position of inspiration and 
breathes with the upper part of his chest, and 
this is what we attempt to eliminate. When 
giving exercises the following points must be 
kept in mind if any results are to be obtained. 
At first if the patient is a far advanced ease he 
should take a dose of adrenalin or ephedrine 
before starting his exercises. After the first 
time or two this can be discontinued. At any 
time before beginning the exercises he must 
blow his nose thoroughly. Carry out the exer- 
cises in the beginning with the patient reclin- 
ing on a bed; later put the patient on a stool, 
and finally have the exercises done with the 
patient standing. Gradual steps like this will 
prevent the appearance of any distressing 
dyspnea. Long breathing out is the first 
exercise taught. Never permit a long inspira- 
tion. Inspiration should always be accom- 
plished by relaxing the abdomen. The patient 
should preferably make an S or F sound while 
expiring. This enables the instructor to see 
that expiration is being properly performed. 
When inspiring, the upper part of the chest is 
not used, and on expiration the abdomen should 
contract. All exercises should finish in expira- 
tion. Even if wheezing and coughing occur at 
first; persist with the exercises, as they will 
disappear after the second or third visit. Ex- 
piration should .be timed and by gradual 
degrees extended until it takes about fifteen 
seconds. The exercises are to be done three 
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times daily and for at least ten minutes each 
time. They may be done any time the patient 
feels an attack coming on, and if properly per- 
formed should abort the attack. As soon as 
the patient has learned to do the simple exer- 
cises more complex ones may be instituted to 
hold his interest. The more complex exercises 
are no more effective than the simple ones and 
should only be given to the more intelligent 
patients. Most outdoor clinic patients will find 
the simple exercises difficult enough to do. 
Paying attention to these points, the following 
simple outline of exercises will be found 
effective with most asthmaties. 

A. (1) Lie relaxed with the knees flexed. 
Expire slowly by sinking in the chest. (2) In- 
spire quickly by relaxing the abdomen, and 
then repeat 1. 

B. (1) Sit feet apart, arms relaxed. (2) 
Breathe out slowly, dropping head, sinking 
chest and head; bend head over until the head 
is between the knees. (3) Rise up slowly, push 
out back, and breathe in. (4) Repeat 1. 

C. (1) Standing, breathe out slowly sinking 
- chest and abdomen in but keeping erect. (2) 
Breathe in a small breath and repeat. 

A troublesome pulmonary condition com- 
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plicating pneumonia is delayed resolution. In 
such cases quite marked improvement can be 
produced by making the patient do breathing 
exercises accentuating inspiration. The inspira- 
tion may be developed on the affected side by 
having the patient do his breathing in while 
flexed to the normal side. In a very short time 
satisfactory expansion will be attained. 

I have endeavoured in these few remarks to 
show how exercises can be used in the treat- 
ment of some medical conditions. In every 
ease the exercises must be combined with other 
forms of treatment, both physical and chemical. 
Exercises are however a valuable adjunct which 
have been greatly neglected by the doctors. 
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ATROPHIC RHINITIS OR OZAINA IN CHILDREN* 


By J. GRANT STRACHAN 


Toronto 


HE elassical textbook description of atrophic 

rhinitis is-a picture of this disease as it 
occurs in the adult, 7.e., a picture of a local 
infection of long standing, rather the end-result 
of an active process than an infection in its 
early stages. This picture of atrophic rhinitis 
in the adult is too well known to necessitate 
giving more than the salient features. These 
may be summarized briefly as follows. 

1. Wide nasal passages due to very small in- 
ferior turbinate bodies. 

2. The nasal mucosa is pale and shrunken, 
especially over the inferior turbinals. 

3. The walls of the nasal passages are more 
or less plastered with viscid pus and drying 
crusts. 


* Read at the Seventy-first Annual Meeting of the 
Canadian Medical Association, Section of Otolaryngology, 
Toronto, June 21, 1940. 

From the Department of Laryngology, Hospital for 
Sick Children, Toronto. : 


4. There may or may not be the characteristic 
odour of putrefaction. 

The patients complain of nasal obstruction 
and discharge, loss of sense of smell, headache, 
and general nasal discomfort. Their associates 
complain of the stench emanating from them. 
Hence the disease is not only a great physical 
discomfort to the sufferer but a great social 
handicap. 


The appearance of the nasal mucosa in 
atrophic rhinitis in children is very different 
from that in the adult. In the young patient 
after the crusts have been removed from the 
nose and the pus of buttery consistency washed 
or wiped from the mucosa the mucosa appears 
deeply engorged. The turbinal bodies are small 
but the mucosa, while conforming to the shape 
of the bone, is tense rather than wrinkled. In 
brief, the condition seen in the child is an ac- 
tive inflammation of the mucosa of relatively 
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short duration, while the picture in the adult 
case is the end-result of a long-standing infective 
process with sclerosis of the membrane. 

The typical case of atrophic rhinitis is bi- 
lateral, but very important, especially when the 
etiology is considered, is the unilateral case 
where the septum is completely deflected. The 
typical case has a most indefinite onset, but some 
cases do occur after a too enthusiastic removal 
of turbinal tissue. The histological picture given 
in textbooks is that found in adult eases. 

By way of review may it be stated briefly, 
according to StClair Thomson.* 

1..‘‘ Atrophy of the nasal mucosa resulting in replace- 
ment of the ciliated columnar epithelium by stratified 
non-ciliated epithelium; obliteration of the capillaries 
and venous spaces: thickening of the walls of the small 
bloodvessels; round celled infiltration around the vessels 
and glands and conversion of the underlying tisgue into 
dense connective tissue, The gee is one of diffuse 
sclerosis which does not take place uniformly. It is not 
infrequent to find hypertrophy and even polypi in the 
region of the middle turbinal. 

2. ‘* Atrophy of the inferior turbinal bone. 

3. ‘*Profuse purulent secretion which dries into crusts 


which may or may not have the characteristic odour of 
putrefaction.’’ 


The whole mucous membrane is involved in 
this chronic inflammatory process, including in 
greater or lesser degree that of the adjacent 
nasal sinuses. Indeed suppuration of the 
sinuses long has been thought to be the cause 
of the condition. Many eases that have been 
considered true cases of atrophic rhinitis on 
careful examination have been proved to be 
chronic suppurative sinusitis. Only a small 
percentage of true atrophic rhinitis cases have 
chronic empyema of the sinuses. 

At what age does this disease commence? 
From the fact that most cases are first seen 
early in the second decade it has been deduced 
that the disease commonly starts around 
puberty. However, many authors report cases 
in very young children. The writer has seen 
several cases under three years of age. The 
disease is more frequently seen in the female, 
but this may be only because this sex is more 
prone to seek advice for this unfortunate con- 
dition. As a rule most patients seek advice in 
the second and third decades, but many such 
patients seen at the Children’s Hospital are in 
the first decade. The disease is rarely dis- 
covered in the aged. 

Study of the literature on atrophic rhinitis 
convinces one that this once extremely common 
disease is much less common now. StClair 
Thomson, over twenty years ago, commented 


on the comparative rarity even then of this 
once prevalent disease. He attributed this de- 
erease in incidence to the more frequent 
removal of adenoids and tonsils and to the more 
frequent recognition of suppurative sinusitis 
eases which formerly had been diagnosed and 
treated as atrophic rhinitis. Some measure of 
the extreme rarity of the disease in children 
may be appreciated by a glance at the statistics 
of the Hospital for Sick Children, Toronto, for 
the last fifteen years. Only 30 cases of atrophic 
rhinitis were discovered in 60,390 new patients 
seen in the throat clinic of the out-patient 
department during that time. Children are 
seen up to and including those of 14 years of 
age. 

Many theories attempt to explain the etiology 
of atrophic rhinitis. These theories are founded 
on one or both of its main characteristics, viz., 
(1) extreme width of the nasal passages; (2) 
profuse purulent discharge from the nasal 
mucosa. Most theories attempt to explain the 
structural abnormality. No agreement has been 
reached as to whether the abnormal width of 
the nasal passage is responsible for the infec- 
tion, or the infected mucosa the cause of the 
abnormal width of the passages. Many at- 
tempts have been made to isolate a specific 
organism from the discharge, and several dif- 
ferent treatments have been advocated on the 
assumption such an organism had been found. 
However, no specific organism has been dis- 
covered. The many theories to explain the 
great width of the passages may be summarized 
briefly as follows: (1) That it is a sequela of 
infected adenoids or sinusitis in early infancy. 
This is the oldest and most generally accepted 
theory; (2) abnormal development of the nasal 
chambers for one of the following reasons: 
resulting from some constitutional disease, 1.¢., 
syphilis, tuberculosis, ete.; vitamin deficiency ; 
neurotrophic disease of the spheno-palatine 
ganglion with loss of vasomotor control; hor- 
monal deficiency of one or more of the glands - 
of internal secretion. 

Recently Mortimer, from x-ray studies of the 
skulls of these cases, concluded that the great 
majority show evidence of some upset of the 
anterior pituitary secretion during or after the 
growth period. This theory is of course not 
applicable to the unilateral cases or those cases 
with too generous removal of turbinal tissue. 
As yet no theory adequately explains both the 
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abnormal width of the nose and the presence of 
the chronic infection of the nasal mucosa, be- 
cause either is possible without the other and 
the one does not necessarily follow the other. 

Review of the literature on the treatment of 
atrophic rhinitis is most revealing. With few 
exceptions all the treatments advocated have 
been highly successful. Mollison? comments on 
the optimism shown by the advocates of the 
many different treatments. However, the ra- 
tionale of the various treatments seems to be 
grouped under four main ideas. 

1. Palliative alkaline nose washes. Strict 
adherence to the regular and thorough cleansing 
of the nose keeps the condition under control, 
and it is known that if this is persisted in 
eventually the nose becomes healthy, possibly 
beeause of hypertrophy of the mucosa. 

2. Measures to reduce the width of the pas- 
sages: surgical, including, moving the walls 
(lateral) inward. Implantation of cartilage, 
bone, fat, ivory, blood, vaseline, etc., under the 
mucosa of the inferior turbinates or septum or 
floor of nose. Sympathectomy (carotid plexus). 


3. Measures to produce hypertrophy of the 
mucosa of the turbinals such as, irritating drugs, 
packs and plugs, massage, radium and x-ray. 

4. Measures to combat the infection (used 
locally), antiseptics, ionization, antitoxins, vita- 
mins, toxoid, light therapy, vaccines, glucose, 
radium and x-ray. 


Almost every conceivable form of treatment 
has been advocated as showing excellent results, 
except possibly sympathectomy of the carotid 
plexus; here failure is frankly admitted. As 
yet chemotherapy has not been tried. With 
these facts before us some skepticism of any new 
form of treatment must be forgiven. 


Some three years ago Mortimer, Wright and 
Collip*® published the results of their experiments 
on monkeys to corroborate the old nasogenital 
reflex theory and the so-called physiological con- 
gestion of the nasal mucosa, when cstrin was 
‘injected into these animals; also the use of this 
substance to produce the physiological response 
in the mucosa of patients suffering from atrophic 
rhinitis. These authors are to be commended 
for their elaborate and carefully conducted ex- 
periments and for their work, both experimental 
and clinical.. Deeply interested in their clinical 
results, Dr. Wishart and the writer decided to 
test. out. their treatment at the Hospital for 
Sick Children, Toronto. 
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Considering the relative rarity of the disease, 
we were fortunate to secure eight patients in the 
age limit who attended our clinic, and who were 
not only typical cases but were extremely amen- 
able and faithful in coming for the treatment. 
During the winter of 1938 these patients came 
twice a week for local treatment, which was done 
by the writer on Monday and by Dr. Wishart 
on Friday. At each visit the patient’s nose was 
thoroughly cleansed and 0.25 ¢.c. of estrin in 
oil was sprayed up each side. The patient was 
instructed to cleanse his nose daily at home with 
Seiler’s solution. 

The result of the test is shown in the following 
tables. 


TABLE I. 
Dimmer: Of PORN. 2266 cicdcdceiadscsancees 8 
RVORRRT RRS 4c. cc kc uneccceanseveseseessenes 11 years 
Dk x kan ca ccesb eee seesercceeses 3 
MOK ettsscatncesadendsonkisceeunee* 5 


Age of onset—-Not known definitely, but of long 
duration in all cases. 

RCE GRO OF WOME 6 vnkcccecsrcasinsseees 3 
Symptoms—Nasal obstruction, 

Nasal discharge and crusting, 

Foul odour from the nose. 
Number of Cases OF SiSHAS |. 6666.55.26 wkeiwe 2 
Duration of treatment—Three to four months. 
Immediate result of treatment—Excellent. 


The patients all had clean odourless noses when 
this intensive course of treatment was completed. 
Following this treatment the patients were in- 
structed to clean out their noses once or twice 
daily with warm Seiler’s solution used in a 
douche, a coarse syringe, or snuffed from the 
palm of the hand, this treatment to be tapered 
off if the local condition warranted. 

In March, 1940, seven of these patients were 
re-examined by Dr. Wishart and the writer 
with the following findings: 


TABLE IT. 
Pationts TOCRMMMINOE 66dicccccccscscvaes 7 
Patients still cleansing nose ...........e. 7 
Patients with clean noses ..°.....cccccccces 2 


All patients admitted that their noses became 
very troublesome if not cleansed regularly. 

N.B.—The one patient not seen was written 
to and here is the answer to the questionnaire 
sent him: 


1. Ques.—Does patient think nose condition was bene- 
fited by treatment? Ans.-—No, nose is decidedly worse. 
2. Ques.—Is the nose discharging now? Ans.—Yes. 
_ 3. Ques.—Is there any crusting? Ans.—Yes, especially 
in the summer when breathing through nose is almost 
impossible at times. te 
4. Ques.—What treatment is being used now? Ans.— 
Soda and salt solution syringed through nose. 
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While no conclusions can be drawn from so 
few cases, the results cannot be ignored. The 
patients were all typical examples of atrophic 
rhinitis. They were carefully examined and 
treated for three to four months. They were 
very amenable to treatment and regular in at- 
tendance at the clinic. With one exception 
they all returned for re-examination two years 
later, and the exception gave a fairly accurate, 


if discouraging, picture of his present con- 
dition. 
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CoMMENT 
It is our impression that in this series of 
cases treated with cestrin no local improvement 
resulted from the hormone itself. Any local 
improvement must be attributed to the habit 
of cleansing the nose acquired during the time 
under intensive treatment. 
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COMBINED ARTIFICIAL FEVER, CHEMOTHERAPY AND 
VACCINOTHERAPY IN NEURO-SYPHILIS* 


By ALBERIC MARIN 


Montreal 


|? is my purpose in this paper to review a two- 
years’ experience in the treatment of different 
types of neuro-syphilis by combined artificial 
fever and chemotherapy, and the utilization of 
fever-producing vaccines as an adjunct. Al- 
though the time of observation is rather short it 
is possible to a certain extent to compare some 
results and to foresee the possibilities of vac- 
cino-chemo-physicopyretotherapy. 

At the pre-clinical period, when we deal with 
asymptomatic nervous lues, where a _ patient 
shows only a positive spinal fluid, results are 
generally better and quicker than in general 
paresis. Here also, one has to make a distinction 
between a case taken at the onset of his mental 
troubles and another who is at a more advanced 
stage. This explains that apparent contradiction 
of certain statistical reports. A department of 
syphilology where the majority of patients are 
usually seen in the few months following the 
appearance of their clinical manifestations 
(when general paresis is concerned) will natural- 
ly show better statistics than an asylum where 
they treat more deteriorated cases. That is why 
we have personally obtained a little more than 
40 per cent of full remissions in the 144 cases 
of general paresis we have treated by malaria 
(1927 to 1936) in our Department of Dermat- 
ology and Syphilology in the Notre-Dame Hos- 
pital. Reports from psychopathic hospitals 
usually give about 30 per cent of full remissions, 


*Read at the Seventy-first Annual Meeting of the 
Canadian Medical Association, Section of Dermatology, 
Toronto, June 20, 1940. 


The same remark can be made for the results we 
have had with artificial pyrexia. Although we 
treated all the patients as they came (excepting 
only those who presented physical contra- 
indications) in the majority of these the de- 
terioration of the central nervous system had not 
reached a far advanced degree. 

On account of the numerous disadvantages 
and contraindications of malaria-therapy, vari- 
ous experiments have been conducted to find 
other methods which could improve the thera- 
peutic results and lower the death rate, and also 
could be utilized on more aged or emaciated or 
anemic persons. Finally, the method of chemo- 
physicopyretotherapy has been established which 
is a combination of arsenic-bismuth treatment 
and artificial pyrexia given by physical agents 
(short waves or hot moist air). 

Artificial pyrexia can be given to patients who 
could not be treated with malaria. I have 
treated by artificial pyrexia, patients with a 
certain degree of anemia, some who were much 
emaciated, many over the age of 50 years (4 were 
56 years old), and one pregnant woman in whom 
the pregnancy was not modified.* Artificial 
fever given alone is not so efficient as when 
combined with chemotherapy (which cannot be 
done in malaria-therapy). 


Generally the method of chemo-pyretotherapy 


* The delirious symptoms of this paretic patient justi- 
fied our procedure. She had an incomplete remission, but 
was mentally greatly improved. With a 2% months’ 
pregnancy, she was submitted to ten weekly sessions of 5 
hours (105°) combined with tryparsamide. She gave 
birth to an apparently normal child (9 pounds). 
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is used, but personally I thought it might be 
more beneficial to the patient if we added vac- 
eines to arsenic and artificial pyrexia. This 
protein-therapy associated with hyperthermia 
would give a biological reaction which will add 
to its efficiency. I believed that there would be 
a certain advantage in uniting in one therapy 
modes of action which are not identical, that the 
combination, vaccines-drugs-heat, would intensi- 
fy it; the bacterial protein would produce a 
shock, the high temperature would lower the 
resistance of the treponema and increase the 
permeability of the meninges; arsenic and bis- 
muth would bring their specific action. 

Therefore as a personal method I have set the 
following routine of treatment. On Monday, for 
instance, the patient receives at 7 a.m. an injec- 
tion of tryparsamide and is immediately given a 
session of 5 hours of artificial fever at 105°. On 
Wednesday and Friday, he gets an injection of 
fever-producing vaccine (such as pyrifer) and 
of bismuth. These vaccines give an average 
temperature of 104°. This procedure is re- 
peated for 10 weeks. Thus it will give total 
dosage of 50 hours of artificial fever at 105°, 10 
injections of tryparsamide and 20 injections of 
vaccines and bismuth respectively. The patient 
is then treated at the Out-Door Clinic, with 
pentavalents or neo-arsphenamine and bismuth. 

In the Department of Dermatology and 
Syphilology of Notre-Dame Hospital I have been 
using this method of chemo-vaccino-physico- 
pyretotherapy for 27 months with very good 
results. 

Hyperthermal cabinets are used, to which a 
short-wave apparatus can be connected if de- 
sired. From October, 1937, to January, 1940, 
220 patients suffering with various ailments 
(lues, chorea, multiple sclerosis, gonorrhea, ete.) 
have received 1,318 treatments of about 5 hours 
each at a temperature of 105°. A total of 7,568 
hours (at 105°) was given. One death occurred, 
which gives a death rate of about 0.4 per cent. 

This total of 220 patients is given here only to 
indicate the death rate by this method. Of this 
number 137 patients were luetic. As a routine 
a lumbar puncture was made immediately before 
the artificial fever treatment and another im- 
mediately after. The average elapsed time be- 
tween these two lumbar punctures is 3 months. 
After the fever therapy, if the patient has re- 
ceived adequate drug therapy at the Out-Door 
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Clinic, spinal fluid tests are made every six 
months. 

I want to point out now that in the following 
tables the same patients appear only once, 1.e., 
negative fluids are not counted twice. A total 
of 314 lumbar punctures was made. 

Considering only those patients who had 50 
hours of artificial heat combined with vaccines 
and chemotherapy (as outlined above), and 
where at least two lumbar punctures were made, 
89 patients are left for this study. 

These 89 patients were classified as: 


General paresis 

Tabes 

Tabo-paresis 

Meningo-vascular 

Late asymptomatic nervous lues 


(19 women and 70 men) 
Average age 


CLINICAL RESULTS 


Far from being debilitating the combined heat- 
drugs-vaccines therapy produced improvement 
in the general condition of these patients. The 
majority of the working asymptomatic luetic 
persons could carry on with their usual work. 
Restlessness, insomnia, headaches were lessened 
or disappeared during the pyretotherapy or 
shortly afterwards. Many emaciated patients 
increased their weight. In tabes, diminution or 
disappearance of lightning pains and of vomit- 
ing were noted; improvement in muscular 
strength or in gait were also taken as signs of a 
good clinical response. In dementia paralytica 
the remissions (complete or incomplete) usually 
occurred between the 5th and 10th session of 
pyretotherapy. In three instances there was a 
‘‘flare up’’ of the delirium by the end of the 50 
hours. Two of these came to a complete re- 
mission in the two following months. 

A patient is considered in full remission when 
able to resume his former occupation, even if he 
is still offering slight residual mental defects. 
In an incomplete remission the patient is not 
able to resume his former occupation but is able 
to do some other useful work. 


In general paresis our percentage of full re- 
missions is 54. It is higher than those of a 
psychopathic hospital for reasons stated above. 
It is also higher than those we personally ob- 
tained with malariatherapy, though we treated 
by both methods the same class of patients. 
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TABLE I. 
CLINICAL RESULTS 


(a) General Paresis 
35 patients with various mental signs: 


Percentage 
19 had a full remission ...,......... 54.3 
9 had an incomplete remission ..... 25.6 
7 were failures .....ccccccccccsecs 20.0 
(b) Tabes 
12 patients with various signs: 
7 improved. 


5 not improved. 
(c) Tabo-paresis 


6 patients with signs of general paresis and tabes: 
4 improved. 
2 not improved. 


(d) Meningo-vascular 
2 recovered. 


SEROLOGICAL RESULTS 
In Table II a comparison is made between 
spinal fluid tests made immediately before and 
after the combined heat-drugs-vaccine treatment. 








TABLE IT. 
89 PATIENTS—50 Hours wWiItH 2 LUMBAR PUNCTURES 
OR MORE 
Cerebrospinal Fluid 
Before After 
artificial pyrexia artificial pyrexia 
Strongly positive ..... 66 — 74.2% 50 — 54.9% 
Moderately positive .. 14 — 15.7% 22 — 25.9% 
Weakly positive ...... 6- 6.7% 10 — 11.3% 
EUEUENE -4adeescuece 3- 34% 7- 7.9% 
POO nk kc deesans 0- 0% 0- 0% 
89 100.0% 89 100.0% 


The average elapsed time between the two lum- 
bar punctures being three months, it is interest- 
ing to notice that the immediate results show a 
favourable serological response. The strongly 
positive fluids are 20 per cent less. The weak 
and doubtful fluids show an increase of 9 per 
cent, the moderate of 10 per cent. 


Our classification of spinal fluids into strong- 
ly positive, moderate, weak, doubtful, and nega- 
tive is made along similar lines as those used by 
the workers of the Co-operative Clinical Group. 
The criteria are based on the degree of abnor- 
mality found in each of the following tests: 
quantitative Wassermann, gold solution, ben- 
zoin, Pandy, protein, cell count. 

Of these 89 patients, 39 are eliminated for 
further serological study, because 18 have been 
under treatment for less than 6 months and 21 
others (a) discontinued their drug treatment 
at the Out-Door Clinic, or (b) followed it very 
irregularly, or (c) refused to have a 3rd lumbar 


puncture. 


Of the 50 patients left 20 have been 
under treatment at the Out-Door Clinic (after 
the artificial fever) for 6 months, 13 patients for 
12 months, 17 for 18 months. 

The chemotherapy to which the majority of 
these patients were submitted at the Out-Door 
Clinie consisted of tryparsamide (once a week) 
and bismuth (twice a week), except in 10 cases 
where neo-arsphenamine and bismuth were given 
on account of damage to the optic nerve. 

Although 18 months of treatment is not con- 
sidered a long period in eases of neuro-syphilis, 
and a 6 months’ treatment is generally esti- 
mated as almost insignificant, in order not to 
‘‘force’’ the statistics in favour of artificial 
fever, the three groups of patients treated for 
6, 12 and 18 months are put together in Table 
III. It gives an average time of 12 months. 


TABLE III. 
CEREBROSPINAL FLUID 





Results in 3 groups 
taken together 


Before of patients treated 

artificial pyrexia 6-i2-18 months 
Strongly positive .... 34 — 68% 13 -— 26% 
Moderately positive .. 8 — 16% 11 — 22% 
Weakly positive ..... 5 — 10% 13 — 26% 
BPROGIMEOL 28acasdciwe 3- 6% 2- 4% 
POCO ccc ccvaces 0- 0% 11 — 22% 

50 50 


Before the combined heat therapy there were 
68 per cent of strongly positive fluids as com- 
pared with 26 per cent after an average time 
of 12 months. There are now 22 per cent of 
negative fluids, whereas there were none before 
treatment was started. Moreover, the weakly 
positive and doubtful fluids, which were at the 
onset 16 per cent, are now 30 per cent. It is 
logical to expect that in the near future, many 
of these will increase the proportion of the 
negative group. 


TABLE IV. 


THE CEREBROSPINAL FLUIDS OF THE 11 PATIENTS WHO 
BECAME NEGATIVE WERE BEFORE TREATMENT: 


Danae PAGANS oko oo ccccdccsceessenceas 2 
1 negative in 6 months 
1 negative in 12 months 
Moderately positive ......cccccccccccccces 2 
1 negative in 6 months 
1 negative in 12 months 
Wenldly pemttiwe 2.6 cc ccccccccccccnscecaes 4 
3 negative in 6 months 
1 negative in 18 months 
Doubtful 
2 negative in 6 months 
1 negative in 12 months 
Negative 
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Of the 6 tests made on the spinal fluid the 
Pandy, protein and cell count are more rapidly 
influenced, the Wassermann and Lange revers- 
ing more slowly. 

The 11 patients whose spinal fluid became 
negative did not all present the same degree of 
abnormality at the onset, neither did they 
respond evenly to the treatment. 


TABLE V. 


(GENERAL PAREsIS) 


4 PATIENTS HAD 2 Courses OF ARTIFICIAL-FEVER 
(or 50 Hours Eacn) 








Before | After Before | After 























1st 1st 2nd 2nd 
(3 months 
after 1st) 

Mr. Gra. XX:| Strong | Strong| Strong Strong 
Mentally 
the same 

(5 months 
after Ist) 

Mr. Mil. XX:| Strong | Strong| Strong Strong 
Mentally 
the same 

(8 months | (7 months 
after Ist) | after 2nd) 

Mr. Bla. XX: |Moderate | Strong | Strong Weak 
Mentally 
improved 

(5 months 
after Ist) 

Mr. Des. XX:| Strong |Strong| Strong Weak 
Mentally 
slightly 
improved 








These 11 patients were classified as: 7 late 
asymptomatic nervous lues; 1 general paresis; 
1 tabes; 2 meningo-vascular. 

Of these 11 patients whose spinal fluid became 
negative, two had a negative blood Wassermann 
and Kahn reaction before treatment was begun. 
When the spinal fluid became negative 4 more 
had negative blood reactions. 

Four patients were submitted to two courses 
of artificial fever. Between each course they 
received drug-treatment. They were deterio- 
rated cases. Two patients showed mental and 
serological improvement after the second course. 


SUMMARY 


Artificial fever therapy has been given to 220 
patients with one death (0.4 per cent). 

Artificial pyrexia has been combined with 
vaccines and drugs in the treatment of nervous 
lues, 

In general paresis this method gave 54 per 
cent of full remissions. 

In tabes 7 patients out of 12 were improved. 

The immediate serological results in 89 pa- 
tients show a fair proportion of spinal fluids 
having a marked tendency to reverse. The 
strongly positive fluids have decreased by 20 per 
cent. 

In 50 patients, who followed an adequate drug 
treatment during an average time of one year 
(after the artificial fever) there are 22 per cent 
of negative spinal fluids. 


ECZEMATOUS DERMATITIS OF CONTACT TYPE* 


By S. E. Grimes 
Ottawa 


HIS type of eruption has been variously des- 

ignated as eczema, contact eczema, contact 
dermatitis, allergic dermatitis and dermatitis 
venenata, but the above designation, which is 
self-explanatory, seems to be favoured by most 
dermatologists on this continent. The term 
dermatitis venenata-is now usually restricted to 
those eruptions caused by hypersensitivity to 
plants. This is the most common type of eczema 
and is probably the most common of allergic 
diseases, and undoubtedly the most common of 
allergic skin diseases. 


* Read at the Seventy-first Annual Meeting of the 
Canadian Medical Association, Section of Dermatology, 
Toronto, June 20, 1940. 


Undoubtedly there are many cases of contact 
dermatitis caused by primary irritant sub- 
stances, and so are not allergic, but the great 
majority are caused by an acquired,’ allergic, 
epidermal hypersensitivity, induced by adequate 
exposure. The epidermis is the shock tissue and 
the reaction is manifested by epithelial response 
of eezematous character, and the lesions are 
primarily epidermal: papule, vesicle, spongiosis, 
ete. This is a non-atopic form of allergy as 
there is no familial history, no wheal reactions 
to skin tests, no known or regularly demon- 
strable antibodies, and no other form of allergy 
as an underlying cause. Of all conditions which 


affect man this dermatosis is the one which has © 
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been most conclusively proved to be of allergic 
character. Many workers have been able de- 
liberately to expose individuals to certain sub- 
stances, to observe that these substances cause 
no reaction on first exposure, to note the time 
required for an incubation period to elapse and 
then to produce an eczematous dermatitis by 
re-exposure, Probably the earliest observations 
on epidermal hypersensitivity were those made 
by Jadassohn and Bloch. Jadassohn, in 1895, 
noted eezematous sensitization to mercury in 
patients receiving injections of a mercurial 
preparation. He observed the development of a 
dermatitis in the pubie area due to ‘‘gray oint- 
ment’’ previously applied, in a patient who re- 
ceived an injection of a mercurial preparation. 
These observations were made many years be- 
fore the development of similar studies in hay- 
fever, or in asthma, or in any other form of 
allergy. Bloch carried out experimental sensiti- 
zation of his own skin to primula, through ap- 
plication of concentrated extracts (primin). He 
became so hypersensitive that all primula plants 
had to be removed from his environment. Many 
more recent investigators have demonstrated ex- 
perimental sensitization to various substances; 
Wise and Sulzberger to butesin picrate ointment ; 
Spain and Cooke to poison-ivy extract ; Grolnick 
to krameria, and many others too numerous to 
mention. Grolnick tested 100 persons with 
krameria by means of 24, 48 or 72 hour patch 
tests. A few reactors were noted within the 
first week and he concludes these represent a 
pre-existing sensitivity. The incubation period, 
in those sensitized with one application, ranged 
from 10 to 21 days. Most of those negative on 
the first application, were subsequently sensitized 
by 1 to 8 applications, and the onset of sensiti- 
zation was followed by an activation, or lighting 
up, of the sites of previous applications. 

As a result of the observations of many in- 
vestigators, three distinct phases in eezematous 
sensitization have been noted: (1) A period of 
refractoriness, varying from days to years, in 
which the skin does not become sensitized with 
a substance, which may at some later time un- 
accountably cause sensitization. (2) A period 
of incubation, lasting approximately from one to 
three weeks, in which sensitization develops in 
a patient coming in contact with a sensitizing 
agent during a state of susceptibility to sensiti- 
zation. (3) A fixed reaction time, varying 
usually from 16 to 48 hours, which is the time 
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elapsing between contact with an excitant and 
the appearance of clinical reaction in an already 
sensitized patient. 


MECHANISM OF SENSITIZATION 


The causal agents of contact dermatitis are 
allergens, and these substances produce disease 
because they are able to sensitize. These aller- 
gens are usually of small molecular weight and 
are not proteins or substances necessarily associ- 
ated with proteins. .Even elements such as 
mercury, nickel, arsenic, ete., are among the 
specific sensitizing agents. The allergens are 
usually oil, fat or water soluble, or substances 
which are keratolytics or detergents which re- 
move the outer protective horn layers of the 
skin’s surface. 

Landsteiner and others have shown that many 
allergens, and perhaps even some of the agents 
of contact dermatitis, act as sensitizing agents 
because they combine with other and larger 
molecules. If certain chemical groups are com- 
bined with different proteins they confer on the 
latter their own specificity, and are thus partial 
antigens or haptens. Hopkins has suggested that 
all the excitants of contact dermatitis are 
haptens, and must pass through the horn and oil 
of the outer epidermis, and probably combine 
with a body protein before they produce contact 
dermatitis. However, Landsteiner and Jadas- 
sohn and Fierz have found also that certain 
simple chemical substances produce anaphylactic 
sensitivity without conjugation with larger 
molecules. In some instances it may require the 
larger complex to produce sensitivity, while the 
small molecule is by itself able to elicit specific 
reactions, 

It seems likely that there are many factors, 
both local and general varying from individual 
to individual, which influence the process of 
sensitization. Our knowledge of these factors 
is meagre in the extreme. The physical and 
chemical properties of the skin are important. 
The presence of a thick keratin layer is a pro- 
tective factor. Persons with a thick protective 
covering of oil, are less likely to become sensi- 
tized by water-soluble substances than are indi- 
viduals with dry skins. . 

The experiments of Burckhardt indicate that 
the ability of the skin to neutralize alkali is of 
importance. He has demonstrated that the 
normal skin is eapable of neutralizing alkali, 
and that this power seems to be retarded in the 
alkali-sensitive individual. He has found the 
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incidence of alkali hypersensitiveness to be 8 to 
20 per sent in normal persons, whereas in 
alkali-eezematous individuals it is 90 per cent. 

The sensitizing index of substance varies a 
great deal. Baer, Rostenberg, and Sulzberger 
showed that one drop of a 10 per cent acetone 
solution of 1 - 2 - 4 dinitrochlorobenzene, dropped 
on the skin, sensitized over 50 per cent of all 
persons. It has been noted that some substances 
can produce practically 100 per cent sensitiza- 
tion. Peck states that chemical structure plays 
an important réle in the ability to sensitize, and 

that the presence of a double band in an organic 
compound will sometimes determine whether we 
are dealing with a strong or a weak sensitizing 
chemical. 

Sulzberger and Rostenberg have presented a 
compilation and discussion of cutaneous reac- 
tions to about 500 different substances, elicited 
by over 10,000 tests in approximately 1,000 per- 
sons. They show that it is possible to establish 
the relative probability with which a given sub- 
stance will produce eczematous sensitivity; and 
have named this the ‘‘sensitizing index’’ of the 
given substance. This figure is of importance 
in selecting substances for use in industry, as 
well as in the selection of substances for prod- 
ucts such as clothing dyes, food dyes, ingredients 
of cosmetics, ete. Moreover, the authors show 
that it may be possible by a somewhat analogous 
method to select individuals who are less prone 
than others to eczematous sensitization. This 
they have called the establishing of a ‘‘sensitiza- 
tion index’’ of a given individual. This could 
be of practical value in selecting individuals who 
are suitable in occupations presenting certain 
eezema hazards. 

Polyvalent sensitivities are common, and 
Brunsting and Anderson, employing the plant: 
oils, have been able to show that there is fre- 
quently a group sensitization. 


SPREAD OF SENSITIVITY 


Once sensitization has been established in a 
given area of the epidermis it is usual for it to 
spread to involve the whole integument, but we 
must remember, particularly in applying patch 
tests, that localized sensitivities do occur, and 
also that some areas manifest a greater degree 
of sensitivity than others. 

The mechanism of the spread of sensitivity 
has caused much speculation and experimental 
work. Various theories have been offered: (1) 
the allergen is brought from its sphere of in- 
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fluence into the whole body by blood and lymph 
and makes all the cells actively sensitive; (2) 
antibodies formed may be brought to all the 
cells of the body by blood and lymph, and (38) 
active sensitization spreads in the skin from one 
epithelial cell to the other by the intercellular 
bridges in the stratum spinosum. 

Strauss and Coca have studied the spread of 
eczematous hypersensitivity to poison-ivy extract 
in the rhesus monkey. They found that if a full 
thickness cuff of skin on the monkey’s arm was 
turned down, and sensitization induced below 
it, the cuff proved a barrier to any further 
spread. Conversely, animals sensitized on the 
arm unoperated on showed a generalized spread 
of hypersensitivity to all skin areas, except those 
below the cuff on the arm operated on. They 
conclude that hypersensitivity spreads through 
the skin itself, and through the epithelial cells 
themselves and not the cutis. 

Landsteiner and Chase have studied this 
problem further with poison-ivy extract in the 
guinea pig, and have demonstrated that the 
hypersensitivity failed to become general only 
if the incision was deep enough to sever the 
lymphatics beneath the skin. The authors con- 
clude that free lymph cireulation beneath the 
skin is necessary for the spread of the sensitiza- 
tion. 

The following conclusions have been drawn 
from the various experimental work by the 1939 
Year Book editors. (1) The sensitization often 
spreads from the site of the sensitizing exposure 
by a centrifugal dissemination starting from the 
point of exposure. (2) The route of spread is 
not via the general blood circulation. (3) The 
spread takes place via the superficial structures 
of the skin beneath the epidermis, in all prob- 
ability the lymph spaces or other structures of 
the cutis. None of the experiments permits the 
conclusion as to exactly what it is which spreads, 
nor exactly through which of the aforementioned 
superficial cutaneous structures the spreading 
takes place. 


DIAGNOSIS 


The diagnosis of contact dermatitis depends 
on the localization and clinical appearance, his- 
tory, course and finally on the use of the patch 
test. 

The localization and clinical appearance will 
usually suggest the diagnosis of contact derma- 
titis. In general, the face and scalp are first 


affected from hair dyes, cosmetics, ete.; the neck 
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and face are first affected from furs, fur dyes, 
scarves, ete.; hands and forearms are first af- 
fected from occupational substances, gloves, 
soaps, cleansers, ete.; the torso is first affected 
from clothing, girdles, ete.; feet and legs are 
first affected from shoe leather, polishes, socks, 
ete., and so on for a list infinitely long. 

The history will usually need to be careful 
and exhaustive, enquiring into the occupation, 
which may direct attention to certain sub- 
stances, the patient’s hobbies, substances used 
in the household, ete. We must not lose sight 
of the fact that dermatitis of contact-type may 
also be caused by the ingestion and hemato- 
genous distribution of the causative agent. The 
best examples of this are the eczematous erup- 
tions due to quinine, urotropin, arsenicals, 
chloral hydrate and mercury. 

The patch test properly applied and evalu- 
ated is one of the most useful tests in derma- 
tology. It was introduced by Jadassohn in 
1894, and developed by Bloch. The tested sub- 
stance is left on for 24 to 48 hours and the 
reaction noted at that time. This test, like all 
other tests, has certain drawbacks and limita- 
tions. We may get false negative and false 
positive reactions, and the results must be cor- 
related with other data in the case. In view of 
the fact that localized sensitivities occur, the 
nearer the test is applied to the site of the 
original eruption, the more likely we are to get 
a positive reaction. Moreover, there is often a 
phase of desensitization following an acute at- 
tack of dermatitis, and there are also times at 
which the skin is refractory. Too early applica- 
tion of a test with causal agent will often cause 
a severe flare-up in the involved sites. The use 
of too strong a concentration of the test sub- 
stance may induce sensitization or a flare-up. 
Volatile solutions and essential oils should be 


‘*Each case of syphilis represents a localized epi- 
demic.’’ This is because there may be for each patient 
that comes to the doctor or clinic for treatment many 
other cases of infection in members of the patient’s 
family or among his intimate associates. At the Vander- 
bilt University Syphilis Clinic, 100 additional cases of 
early syphilis were found when contacts and members of 
the families of 122 patients with early infectious 


dropped on the skin, as an occlusive dressing 
may cause a severe reaction. The proper test 
concentration for many substances has been 
worked out and Sulzberger and Rostenberg have 
published a list of over 740 different substances 
for testing. Schwartz has also listed the proper 
concentrations of many substances used for 
testing in industry. 


TREATMENT 


The treatment is, like the diagnosis, derma- 
tological in the first place. The only successful 
treatment is the discovery and removal of the 
causal agent. In some instances this is very 
easy, in others extremely difficult, and in some 
cases impossible, especially with occupational 
contacts. 

The value of specific desensitization, or hypo- 
sensitization has caused considerable difference 
of opinion. Many workers have claimed results 
in cases due to plant oils, but even here, there 
is great disagreement on the efficacy of this 
procedure. Schwartz states that workers who 
have become sensitized to a substance, may be- 
come desensitized, if supplied with protective 
clothing and ointments and allowed to continue 
at their work. After a long lay-off, however, 
they will lose their immunity. He believes de- 
sensitization should be attempted with minute 
increasing doses of the sensitizing agent, perhaps 
combining it with a protein such as egg albumen, 
fungous extracts, or the serum of the patient. 

The field of preventative treatment offers 
great possibilities of success. The selection of 
substances with a low sensitizing index, for use 
in industry, and in products such as clothing, 
dyes, cosmetics, ete.; and the employment of 
persons with a low sensitization index in indus- 
tries presenting eczema hazards, are methods 
which might be utilized with considerable benefit. 


syphilis were examined. Many of the additional 100 
patients were not aware they had the disease. ‘‘ Syphilis 
is a controllable plague and can be eradicated.’’ Funda- 
mental requirements for its control as an infectious 
disease, consist of early and accurate diagnosis, adequate 
treatment, epidemiological measures, and education.—Dr. 
E. Gurney Clark, of Vanderbilt University, The Diplo- 
mate, 1939, 11: 47. 











ITH the inereasing recognition of this dis- 
ease it is of interest to record our experience 
in the Vancouver General Hospital. This has 
been chiefly with the acute phase of the disease. 
An excellent summary of the literature is given 
by Ravdin and Johnston.® At this date 413 
cases were reported in the literature. We are 
adding 35 eases from our hospital which have 
been treated in 1937, 1938, and 1939. 

This lesion cannot be described as a new dis- 
ease but the term refers to a well recognized 
eross pathological lesion involving limited por- 
tions of small bowel, usually the terminal ileum. 
Isolated reports of cases have been recognized as 
early as 1828. In 1882 the gross and micro- 
scopieal picture was described by Moore,’ who 
even then denied the presence of any malignant 
or specific cause. In 1909 Braun? published the 
most comprehensive article previous to 1932 
when the original paper of Crohn, Ginzburg and 
Oppenheimer*® was published. 

In the intervening period numerous articles 
were published describing a like condition, 
particularly noteworthy being Moschowitz and 
Wilensky’s*® article on ‘‘Non-specifie granulo- 
mata of small bowel’’ in 1922, which emphasized 
the non-specific nature of the disease and the 
presence of foreign body giant cells. However, 
it was several years after Crohn’s article before 
the disease was widely recognized. Hurst,® re- 
porting 2 cases in 1937, states that previously 
only 3 eases had been described in England. 

Our hospital records show the following in- 
cidence : 


TABLE I. 
BUS9: ocsn62 1 ease BUSS oc oes 10 eases 
ABO 6 icK Gres G; *2 WSO: bh acccs Seo 
2 15 Sane ee 5 cases 


The sex incidence of the disease has been re- 
ported by Crohn.as 2 males to 1 female. Ravdin® 
reported 57 per cent males to 43 per cent 
females. In our group we support Crohn’s 
findings, i.e., males 65.6 per cent, females 35.4 
per cent. 


* Read at the Seventy-first Annual Meeting of the 
Canadian Medical Association, Section of Surgery, 
Toronto, June 20, 1940. 
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The area of involvement in the 413 reported 
eases shows that the terminal ileum alone or 
terminal ileum and adjacent bowel was involved 
in 93.4 per cent of the cases and the terminal 
ileum alone in 63.2 per cent. In our series the 
terminal ileum alone was involved in all cases 
except one, and in this instance it was mid- 
jejunum and the area involved was approxi- 
mately 5 inches. 

The average age-group of the patients was 
27 years, with a distribution as follows: 


TABLE II. 

Years No. of cases Percentage 

De sis eeeedewndaued 7 24.5 
OD 6a vine ssccisaws 9 31.5 
BOPSe ce pencavenieses's 6 21.0 
tt A TT 4 14.0 
BOGS isis vewues teens 4 14.0 
DHS ie iicisescvcvesiss 3 10.5 
ge PorT Tree 2 7.0 


The oldest being 64. 


We have been fortunate in not seeing during 
these years any case which has resulted in 
fistula formation. One case of recurrent termi- 
nal ileitis after a previous resection which 


_ was done 15 years before for a sinus following 


appendectomy was, in all probability, an un- 
recognized terminal ileitis at that time, although 
it was reported as a hypertrophic tuberculosis 
of the ileum. This case will be discussed in 
detail later. 

In our series of 35 cases 28 have been sub- 
jected to an exploratory operation. The pre- 
operative diagnosis is as follows: 


TABLE IIT. 
WO GD. oats cisndxawcscesesdasinrnes 35 
Operative CRON 66. ccscnsesccecves 28 
Pre-operative diagnosis 

Appendicitis ....... 20 
Intestinal obstruction. 3 
Pelvic infection ..... 3 
Intussusception ..... 1 
Terminal ileitis ..... 1: 

Non-operative cases ......esesee0. 7 
X-ray diagnosis ..... 6 
AutopBy ..ccccscee. 1 


We have divided our cases into the following 
groups for the sake of comparison. 
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TABLE IV. 

1. Terminal ileitis with chronic appendix ......... 24 

2. Terminal ileitis with acute appendix .......... 2 

3. Terminal ileitis with complete obstruction ..... 2 

4. Terminal ileitis of tuberculous origin .......... 1 

5. Terminal ileitis substantiated by x-ray diagnosis 6 


In the first group 24 cases were operated 
upon with a removal of the appendix with no 
deaths and no serious complications. In group 
2 there was one death. In group 3 there were 
2 cases in which a resection was done with re- 
covery. One of these was the patient with a 
recurrence after 15 years. Group 4 consists of 
one case of hypertrophic tuberculosis of the 
ileum, with no involvement of the cecum, dis- 
covered at autopsy. According to Dowdie only 
8 cases have been reported in the literature 
until 1931. In the 5th group are the 6 cases 
diagnosed clinically and with x-ray confirma- 
tion. 


The x-ray findings usually are based on one 
or more of the following findings: first, a 
narrow rigid lumen; second, dilatation and 
delay above an area of constriction; third, the 
so-called ‘‘string sign’’; and fourth, retention 
at the ileocsecal valve after evacuation and air 
insufflation following a barium enema. 


Concerning the etiology of this disease, it is 
interesting to note, though probably of no con- 
sequence, that 7 of the 35 cases were in 
Orientals. Our ratio of Oriental population on 
the Pacific coast is 1-16, or 6 per cent. The 
cause of the disease is obscure. We have noted 
that in all our eases involving the terminal 
ileum only that portion of the bowel involved 
is that which receives the blood supply from 
the ileal branch of the ileocolic vessels. From 
the gross and microscopic picture this would 
lead one to think that perhaps it might origi- 
nally be a lymphatic obstruction from some 
cause that originated the disease or to some 
vascular obstruction, either from rotation of 
the terminal ileum as suggested by Batson or 
by an embolus as suggested by DeCourcy.* 
Bell! suggests the possibility of a mucosal in- 
fection spreading through the walls of the 
small bowel producing edema of the mesentery 
due to lack of sufficient lymphatie drainage. 
In the 35 eases only 10 showed marked glandu- 
lar involvement of the mesentery. 

The various bacterial causes have not been 


proved. The discovery of the tubercle bacillus 
has not been substantiated, nor has guinea pig 
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inoculation been successful. Indeed the very 
high percentage of rapid recoveries would lead 
one to feel that. it is not of a tuberculous 
nature. 

The appendix has been suggested as a cause; 
a subacute appendicitis causing a lymphadeno- 
pathy with lymphatic obstruction, the subse- 
quent recovery of the appendicular lesion and 
the associated cedema of the terminal ileum re- 
maining. Ravdin® states that many of these 
cases have had a previous appendectomy and 
also that in many the appendectomy not only 
fails to relieve the condition but frequently 
leads to the formation of a fistula. This, how- 
ever, is not our experience, for none of thése 
cases had a previous appendectomy, apart from 
the case of recurrence, and, it is true, this was 
followed by a fistula of undetermined origin. 
However, the patient was well for 15 years 
before a definite diagnosis of terminal ileitis 
was substantiated. 


Regional ileitis may be defined histologically 
as a productive inflammatory process exhibit- 
ing a granulomatous reaction in many instances 
and progressing through a relatively acute to a 
chronic, and, occasionally, stenosing stage. The 
lesion is characterized by fairly extensive but 
superficial ulceration of the mucosa and diffuse 
lymphocytic, plasma cell and mononuclear eell 
infiltration throughout all coats of the bowel, 
with accompanying edema and fibroplastie pro- 
liferation occurring chiefly in the submucosa 
and associated with hypertrophy of the museu- 
laris mucosa. Scattered throughout the sub- 
mucosa pseudo-tubercle formations bearing a 
striking resemblance to true tubercles are 
found. The giant cells may even have the 
typical peripheral distribution of the nuclei of 
tubercle giant cells. The point of distinction 
lies in the lack of caseation in these pseudo- 
tubercles. 


Grossly, the involved portion of bowel is 
sharply demarcated from the uninvolved por- 
tion, boggy, leathery, congested, dilated and 
more or less rigid, the subserosal vessels en- 
gorged, the mesentery cedematous, and the 
regional glands large and succulent. While it 
is the terminal 15 to 20 em. of the ileum that 
is usually involved any localized portion of the 
bowel from jejunum to rectum may be the seat 
of this lesion. 


The diagnosis of terminal ileitis is not easy. 
As noted, 68 per cent of our cases were diag- 
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nosed as acute appendicitis. The duration of 
illness in these cases varied from 8 hours to 1 
year; 6 cases had a history of over 1 month; 
10 a history of 1 to 4 weeks; and 9 had a his- 
tory of 3 to 7 days, which alone should make 
one dubious of a diagnosis of acute appendi- 
citis in the absence of a general peritoneal in- 
volvement. Pain was present in all cases and 
was very severe in 5. In 8 cases the pain and 
nausea were associated with diarrhea, and in 
3 there was blood in the stool; 4 had distension, 
and in 4 a mass was palpable. Nausea was a 
constant accompaniment, with vomiting in 50 
per cent. The temperature range was from 
normal to 102°. The leucocyte count was 
elevated in practically all cases, the highest 
being 25,000 with an increase in the poly- 
morphonuclear cells. 

The treatment depends, first, on the accuracy 
of diagnosis, and, secondly, on the stage of the 
disease. Conservatism is recommended in the 
acute stage of the disease. But when so fre- 
quently the diagnosis is in doubt, an explora- 
tory laparotomy with no operative interfer- 
ence on the bowel, or at most an appendectomy, 
is indicated, we feel that we can expect an im- 
mediate resolution of the disease with complete 
recovery and without complications. This is in 
disagreement with Marshall® who published in 
March of last year 48 cases from the Lahey 
Clinie which they have observed over the past 
six years. In this series 29 cases were sub- 
jected to operation with resection of the bowel 
in 22 cases. The average length of hospitaliza- 
tion in our operative cases was 15.3 days, apart 
from the cases of resection. Of the patients 
not operated upon the average stay in hospital 
was 9.3 days. When the peritoneal cavity is 
opened with a pre-operative diagnosis of acute 
appendicitis and regional ileitis is encountered 
our experience with 20 such eases in which 
there was no mortality shows that no operative 
procedure should be directed to the ileum. Re- 
section is thus definitely contraindicated in the 
acute phase of the disease. 

In the chronic stage of the disease, which de- 
pends on the severity and continuance of the 
symptoms rather than on a definite stated time, 
the operation of election is a wide resection of 
the involved bowel, sufficient in extent at least 
to remove all involvement of the mesentery, 
either with glands or with edema. In complete 
obstruction an ileostomy may be a first stage 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


[Feb. 1941 


with subsequent resection, but in our one case 
it did not seem to be of value, as the distension 
of the bowel immediately above the obstruc- 
tion was not markedly relieved. I would not 
advise any short-cireuiting operation such as 
an ileo-transverse colostomy or ileo-sigmoido- 
stomy. A Miller Abbott tube may in future 
solve the emergency when this disease produces 
acute obstruction, although I have not been 
greatly impressed with its efficacy. 

Specific therapy such as sufanilamide or 
sulfapyridine was used in 15 eases, but so far 
as one can determine it was not a factor in 
recovery of these patients, nor did it diminish 
the length of hospitalization. 

Of the 33 cases surviving 28 have replied to 
our questionnaire and 26 have been perfectly 
well; 2 complain of residual symptoms, but not 
so severe as to interfere with their activities. 

I would wish to refer specifically to 3 cases. 

1. A ease of complete obstruction with ab- 
dominal symptoms for 1 year. This patient had 
a low ileostomy performed and later a resection. 

2. The second ease is the one of terminal ileitis 
accompanied by acute appenditicitis. The child 
died from a general peritonitis. In this there 
was a typical picture of an acute infective 
lesion which no doubt was an extension from 
the acute appendix to the bowel wall. 

3. Case 3 is the one we believe to be of tuber- 
culous origin. The patient was admitted to the 
hospital with pneumonia after an illness, stated 
to be of one month. The pneumonia was of a 
streptococcic type. He had diarrhea and 
blood in his stool. There was no distension. 
He was obviously in extremis and died within 
48 hours. At autopsy we found the terminal 
ileum involved in what appeared to be a grossly 
typical ileitis. There was no involvement of the 
cecum or other area of the intestine. This pa- 
tient had a pulmonary tuberculosis. 


CoNCLUSION 


1. We are reporting 35 cases of regional ileitis, 


one of which is proved to be tuberculous in 
origin. 


2. No deaths occurred in the eases in which 
there was no involvement of the appendix. 


3. In only one case was the lesion not confined 
to the terminal ileum. 


4. The ratio of males to females was 2-1, with 
no age-group preponderance. 


5. X-ray offers a positive diagnosis. 





oe 


Feb. 1941] 


LUBINSKI AND BENJAMIN: VERNIX CASEOSA 171 


=—_—=S=S=Ss=S=_==a_____"—_>=aam™_—aan_7=={_=—_aes={_yE=—_—_~—eE=_y=_—a~=a=a_———a>>]_—=_——E=—s=>>=>E=E=E=E=E=Ee=Ee—]—>7"_—>]7"—>>>>>>—_—_]—"an=————=_ 


6. Conservative operation or non-operative 
treatment resulted in a very high percentage of 
cures. 


7. Sulfanilamide and sulfapyridine did not 
seem to be of help. 


8. Fistula-formation was not encountered. 
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EFFECT OF VERNIX CASEOSA ON BACTERIA* 


By HEkBERT LUBINSKI AND BEN BENJAMIN 


Montreal 


ALTHOUGH very serious cases of pemphigus 

or impetigo neonatorum are rarely encoun- 
tered nowadays vesicles or pustules are occa- 
sionally observed on the skin of newborn 
infants. These lesions are rarely present at 
birth and usually appear after a few days. They 
may be single or multiple and crops of them 
may develop before the condition clears. Usu- 
ally they are more annoying than serious. An 
oceasional pustule may, however, go on to abscess 
formation, with or without bacteriemia. For- 
tunately this oceurs infrequently. 

Cultures from some of these skin lesions have 
revealed pyogenic micro-organisms while others 
have yielded no growth. In our own experience 
Staph. aureus was isolated from a considerable 
number of pustules, but from a few no bacteria 
could be grown. 


Variations in bathing technique as well as the 
application of various types of oils, ointments, 
and powders by themselves and as vehicles for 
antiseptic drugs have been credited with reduc- 
tion in the number of these lesions encountered 
in newborn infants.? * *»* The evaluation of the 
efficiency of any one or combination of these 
procedures is extremely difficult. On the one 
hand, nurseries in which no particular precau- 
tions are used may go on for a long time with- 
out the appearance of a single case; a few cases 
may oceur and clear without the development 
of any further ones, although no changes in 
technique are made. On the other hand, cases 
appear sporadically and may reach epidemic 
proportions in a hospital nursery in which any 
of the foregoing supposedly preventive measures 
are employed. 

An appreciable decrease in the incidence of 


* From the Pathological Laboratories and the Depart- 
ment of Pediatrics of the Jewish General Hospital, 
Montreal. 


these lesions has been reported®*® when the 
nursery technique of newborn infants was re- 
duced to simply wiping off the excess blood on 
the skin at birth and not touching the skin 
further during their stay in the hospital. When 
this method was tried in our nursery no lesions 
were observed for several months, but without 
any apparent change in procedure a number of 
infants developed pustules. Any beneficial 
effect of this simplified technique may be ex- 
plained by the absence of possible irritation from 
washing and antisepties. 

We were unable to find any reference as to 
whether vernix, which acts as a lubricant during 
delivery, plays a réle in the protection of the 
baby’s skin against infection. We were in- 
terested to know if, in its natural condition, 
it had any effect on bacteria. 

Samples of vernix were obtained by carefully 
scraping the skin of newborn infants with sterile 
wooden spatulas immediately after delivery. 
These were placed in sterile cotton-stoppered 
tubes and kept in the refrigerator until used. 

The ordinary modes employed in testing 
material for bactericidal or bacteriostatic power 
could not be utilized because of the ointment- 
like consistency of vernix and its insolubility in 
water or in broth. It was, therefore, necessary 
to improvise more suitable methods. 

Cultures of Staph. aureus hemolyticus (from 
a subcutaneous abscess) and B. coli (from a 
normal stool) grown at 37° C. for 24 hours on 
agar slants or in broth were used in our in- 
vestigations. These bacteria seemed particularly 
suited, in spite of their resistance to disin- 
fectants, because of the possible contact of the 
newborn infant’s skin with them during or soon 
after delivery. Moreover, this type of staphy- 
loecoccus was frequently isolated from pustules 
on the skin of newborn infants. Many speci- 
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mens of vernix were contaminated and were 
therefore discarded. The following experiments 
were carried out. 

1. Broth cultures.—Approximately 2 g. of 
vernix which had been tested for sterility were 
added to tubes containing 10 c.c. of sterile broth. 
These were respectively inoculated with 1 loop- 
ful of a 24-hour broth culture of (a) staphylo- 
cocci and (b) B. coli. This was repeated with 5 
different samples of vernix and no inhibitory 
effect of the vernix was observed. The test tubes 
containing vernix and the controls all showed 
similar luxuriant growth after 18 hours’ in- 
cubation. 

2. Cultures on solid media.—The possibility 
that growth-inhibiting, non-soluble substances of 
vernix did not come in contact with the micro- 
organisms in the broth had to be considered. 
Therefore, solid media which permitted more 
direct contact of bacteria with vernix were tried. 

(a) Approximately 1 g. of vernix was spread 
with a Drigalsky spatula over the surface of 
an agar plate. By this method the surface of 


the agar was not completely covered by vernix 
and gaps remained. Half of the plate was 


streaked with a loopful of culture grown on 
agar. This was carefully done so that bacteria 
were implanted upon and contiguous with 
margins of vernix which enclosed gaps. The 
other half of the plate served as a control for 
sterility. Undoubtedly a certain number of 
bacteria in the gaps could not come in contact 
with the vernix. However, any influence would 
manifest itself at the edges of vernix, as occurs, 
for example, when gold is placed on agar which 
has been inoculated with bacteria and no growth 
takes place within a definite radius of the metal. 
Seven different samples of vernix showed no 
inhibitory effect on the growth of staphylococci 
and B. coli under these conditions. After 18 
hours’ incubation similar abundant growth was 
present at the margins of the vernix as well as 
over the areas which were free from it. 


(b) To make possible a more intimate and 
prolonged contact between vernix and bacteria, 
approximately 2 g. of vernix and 1 loopful of a 
24-hour culture (grown on agar) were rubbed 
together in a sterile mortar. After the mixture 
had remained at room temperature for 30 min- 
utes, half of it was spread on an agar plate, as 
described above. The other half was similarly 
treated after it had stood for 24 hours. In both 
instances no inhibitory effect on bacterial growth 
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was demonstrated in 7 different samples of 
vernix. 

(c) It seemed possible the negative results 
might be due to the fact that the amounts of 
bacteria used were too great for the quantities 
of vernix and possibly the weak bactericidal 
effect of the latter. Similar experiments were 
made, using 0.1 ¢.c. of a 1:10,000,000 dilution 
of a 24-hour incubated broth culture. This 
represented from 50 to 500 bacteria according 
to the colonies counted on agar plate controls. 
Four different samples showed no growth-inhibit- 
ing effect even on this small number of bacteria. 
Slight differences above and below the number 
of colonies grown as compared with controls 
were well within the limits of experimental 
variation. 

3. Guinea pig inoculation.—In order to deter- 
mine if vernix had any effect against the in- 
vasion of skin by bacteria, virulent B. diphtheriz 
was used because of the typical infection which 
it produces when applied to searified skin in the 
guinea pig. The technique of this experiment 
was that previously employed by one of us.’ 
Guinea pigs weighing approximately 250 g. were 
used. An area of 2 to 3 em. in diameter on 
the dorsal surface of the buttocks was clipped 
and shaved. Usually the skin was sufficiently 
abraded, but if not, it was rubbed with sand- 
paper until numerous tiny excoriations could be 
seen, Animals treated with a layer of vernix 
alone applied upon searified skin survived with- 
out any evidence of infection. 


Guinea pig A.—The scarified skin was com- 
pletely covered with a thick layer of vernix. 
On this, a suspension of diphtheria bacilli was 
applied with an applicator without rubbing and 
the guinea pig remained tied down for about 
30 minutes until the suspension fluid appeared 
to have dried. 

Guinea pig B.—Approximately 2 g. of vernix 
and a loopful of B. diphtherix (cultured on 
blood agar) were rubbed together in a mortar. 
This mixture was applied on scarified skin (as 
above) with a wooden spatula. 


Guinea pig C.—As a control, a loopful of 
24-hour culture of B. diphtheriz (grown on 
blood agar) suspended in 1 «¢.c. of 0.9. per cent 
saline was rubbed on scarified skin (as above) 
with an applicator. The animals were placed in 
empty cages without straw, and no food was put 
in for six hours, in order to avoid removal of 
vernix. Guinea pig A died after 5 days; B after 
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3 days; C after 7 days. Necropsies showed 
macroscopic and histological evidence of adrenal 
hemorrhage, typical of diphtheria, in all the 
animals. 

The difference in the periods of survival was 
probably due to the difference in number of in- 
vading bacilli and, consequently, in amount of 
toxin absorbed. Repeating this experiment pro- 
duced similar results. Vernix did not prevent 
the invasion of diphtheria bacilli nor the result- 
ing fatal termination in the guinea pigs. 


SUMMARY 


No inhibitory effect of vernix caseosa on the 
srowth of staphylococci or B. coli was observed 
in vitro, 


No inhibitory effect of vernix caseosa on 
invasion through the skin and lethal intoxication 
by B. diphtheriz was obtained in guinea pigs. 
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Case Reports 


AN UNUSUAL INJURY TO THE 
CRIBRIFORM PLATE* 


By G. Epwarp TREMBLE AND F. J. DESMOND, JR. 


Montreal 


As a rule only cases showing good results are 
presented at medical meetings and in the litera- 
ture. However, it would appear worth while 
to occasionally report cases which are instruc- 
tive even though the results are not so favour- 
able as was anticipated. In view of this, it was 
thought the following case was of sufficient 
interest to report. 


A female patient, R.W., aged 24 years, attended the 
oto-rhino-laryngology clinic of the Royal Victoria Hos- 
pital, complaining of nasal obstruction, post-nasal dis- 
charge, and generalized headaches. Treatment in the 
clinic along the usual conservative lines alleviated the 
first two complaints, but the headaches continued and 
investigation in other clinics revealed no cause for the 
symptom. ; ; 

For diagnostic purposes, (and as part of an investiga- 
tion of the lymph drainage of the sphenoid sinuses being 
carried on at this hospital) it was decided to irrigate the 
sphenoid sinus. 

On examination of the nose, the septum showed a 
marked deflection high up on the left side. The mucous 
membrane was of normal colour, and after shrinking the 
sinus openings appeared clear and free of infection. On 
December 11, 1939, after a preliminary anesthetizing of 
the nasal mucous membrane with a 10 per cent solution 
of cocaine, a sphenoid cannula was introduced into the 
sinus. Because of the septum it was necessary to insert 
the instrument high up anteriorly in order to pass the 
obstruction. This was followed by the escape of about 
5 «ce. of brownish fluid (probably cystic, although no 
examination was made at that time). Following this, 
8 c.c, of thorotrast were inserted into the sinuses through 
the cannula and the patient sent for x-rays of the skull. 


* Presented before the Oto-laryngological Section of 
the Medico-Chirurgical Society of Montreal, in the Royal 
Victoria Hospital, on February 15, 1940. 


These showed a small, incomplete development of the 
sinuses. Washings from the sinuses at that time revealed 
a moderate growth of B. alkaligenes, although no gross 
pus was seen. 

It was decided to irrigate the sphenoid sinuses again 
on January 10, 1940, because the patient felt much 
better after the previous procedure. On puncturing what 
was presumed to be the anterior wall of the left 
sphenoidal sinus, there was an immediate escape of blood- 
tinged fluid at a fairly rapid rate. It was at once 
realized that possibly the subarachnoid space had been 
entered, so the instrument was blocked at its free end, 
anchored in position, and an x-ray taken (Fig. 1). This 





Fig. 1 


showed that the cannula had perforated the cribriform 
plate about 0.5 cm. anterior to the anterior border of the 
left sphenoid. The cannula was at once removed, but 
the escape of cerebrospinal fluid continued. Since this 
accident the curve of the instrument has been changed 
slightly and a guard placed near the tip for added safety. 
The patient complained of very severe headache and was 
placed in a prone position, which relieved the pain some- 
what. While being admitted to the hospital nausea and 
projectile vomiting developed. 
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On the advice of the neurosurgical consultants, the 
foot of the bed was elevated so as to constantly flush 
out any infection, the patient was warned not to blow 
the nose, and chemotherapy, with sulfapyridine, grains 
5 q.2.h. x 10 daily was started. The cerebrospinal fluid 
leak stopped within six hours and at no time was there 
any elevation of temperature. Vomiting ceased shortly 
after admission to hospital, although a mild nausea per- 
sisted, this latter presumably due to sulfapyridine 
therapy. The patient was discharged from hospital on 
January 14, 1940, symptomless. 


COMMENT 

In considering the cause of this accident two 
factors should be considered. First, x-ray studies 
revealed that this patient had a cribriform 
plate that sloped downward and posteriorly, an 
anomaly said to occur once in every 1,000 skulls. 
Secondly, the septum should have been cor- 
rected in order to obtain a clear view of the 
landmarks, particularly the left middle turbi- 
nate. 

The prognosis in these cases is not nearly as 
discouraging as one might expect, providing 
immediate treatment is begun at outlined above, 
and providing there is no acute cold present. 
It is estimated that easily four out of five cases 
will not develop symptoms so long as infection 
is not introduced and the patient is free from 
coryza. However, the neurologists point out 
that there is always the possibility of a meningi- 
tis which may occur as late as five days after 
the injury. 

Noble and Brainard’ ? found in their research 
that the most common bacteria in the normal 
nose are Staph. albus, diphtheroids, Gram-nega- 
tive cocci and micrococci, as well as some sapro- 
phytie anaerobic bacteria, especially the Staph. 
parvulus. The most common transient bacteria, 
as. well as being the most common in disease, 
are pneumococci, H. influenzx, and hemolytic 
streptococci. The prevalence and sub-types of 
the organisms vary with the geographical situa- 
tion of the surveys.* However, pneumococci are 
less frequent in adults than in children, and 
Webster and Hughes‘ report that the incidence 
of pneumococci in the nose closely parallels the 
occurrence of colds and coryza. It also seems to 
be a fact that normal healthy sinuses are sterile.® 
The high incidence of staphylococci in the nose 
is misleading, as it is most commonly found 
anteriorly in the nose, and is usually associated 
with erusting.® 7 

The usual pathogenic organisms found, 2.e., 
streptococci, pneumococci, and H. influenze, 
ean, fortunately, be controlled by chemotherapy. 

In this case, sulfapyridine was used in small 
doses, totalling 50 grains per day. This dosage 


may be increased to as much as 90 grains or 
more per day, provided that the usual dangers 
are recognized and precautions taken to prevent 
their occurrence, e.g., daily blood count, urin- 
alysis, ete. 

Basing an opinion on this case it would ap- 
pear advantageous to prescribe small equal doses 
of the required drug in order to keep an even 
concentration in the blood. 
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AN ACUTE ABDOMINAL PROBLEM 


By J. L. Littze, M.D., F.A.C.S. 
International Hospital, Kobe, Japan 


Miss M.C., aged 25, a nursing sister, suddenly de- 
veloped acute abdominal pain about 11 p.m. She had 
been in quite good health and on duty in the hospital 
all day. In the evening she attended a music recital and 
at a reception afterwards ate a ‘‘meat paste’’ sandwich. 
Her bowels had moved normally that morning, and she 
had enjoyed all her meals with no distress whatever. 

When we were summoned at 1 a.m. we were informed 


-that the patient had been in unusually severe pain. The 


slightest movement increased the pain, which had begun 
over the entire abdomen and finally settled in the right 
lower quadrant. Nausea without vomiting was constant. 
The menstrual cycles had been regular, and the next flow 
was expected within six days. Coincident with the onset 
of the pain was a sharp perianal ache and a sensation 
of urinary urgency. 

Our examination revealed a young woman in a condi- 
tion of mild shock. She was drawn-up in fiexion; she 
was breathing rapidly and suffering considerably. The 
temperature registered 99.2° and the pulse 94. 

The lungs and heart were clear. The entire abdominal 
wall was tender on pressure, but acute local tenderness 
was centred over the right iliac fossa. The skin was 
hyperesthetic over the whole right lower quadrant. 
Pressure over the sigmoid produced referred pain over 
the right side. There was perhaps a trifle less rigidity 
over McBurney’s point than one usually associates with 
acute appendicitis, Digital examination of the rectum 
elicited exquisite pain in the right fornix, and at the 
same time nausea and pain were produced on attempts to 
tilt the cervix from side to side. The urine was free of 
albumin, sugar and blood. The leucocyte count was 
12,800 with polymorphonuclear preponderance. Acute 
salpingitis was considered, but ruled out. 

On a provisional diagnosis of acute appendicitis the 
patient was prepared for operation. 

Nupercain spinal anesthesia was employed. Due to 
the pelvic nature of the symptoms a Battle right-rectus 
approach was decided upon. When the celiac cavity 
was opened filmy patches of dark blood were observed 
over the viscera. There was two-thirds of a cupful of 
extravasated blood in the utero-sacral pouch. The tubes 
were congested. The left ovary was studded with large 
lutein cysts the size of a bean or large pea. The right 
ovary was enlarged and presented a ruptured lutein cyst 
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about the size of a small chestnut. From the cavity 
trickled a thin stream of dark blood. The ruptured cyst 
was curetted with gauze and the cavity obliterated with 
a purse-string suture. The appendix was removed 
although free of disease. Closure without drainage com- 
pleted the operation. 

A sharp febrile rise followed that evening and fell 
to sustained normalcy on the third day. Menstruation 
appeared thirty hours after the laparotomy and ran its 
usual course of four days. The rest of the convalescence 
was uneventful. 

The final diagnosis was that of ruptured lutein cyst, 
or, as it has been termed, ‘‘apoplectic ovary’’. After 
the operation we referred to some seven quite recent 
textbooks seeking a description of a similar case. In 
only one of them, Bailey’s Emergency Surgery, was there 
any clear description of the condition. The author 
records that he had met with the condition a number of 
times, but on each occasion had opened the abdomen on 
a hesitant diagnosis of mild acute appendicitis. 


In conclusion, when one is confronted with a 
case of sudden, severe, lower abdominal pain in 
a young unmarried woman, the diagnosis of 
‘‘apoplectic ovary’’ should be considered. If 
temporizing be rejected as a dangerous course, 
then the safe thing is to expose the adnexa as 
well as the appendix by means of a right rectus 
incision. 


AN ERUPTION CLOSELY RESEMBLING 
LICHEN PLANUS DUE TO 
WHEAT GERM 


By A. HAMILTON NEWMAN 
Montreal 


The patient, M.D., aged 47, male, developed in the 
spring of 1939 an intensely irritating condition of the 


skin. Examination disclosed an eruption of both 
palms, wrists, and arms as far as the elbow, which was 
more marked in the flexures. On the right flank there 
was a patch about the size of the hand and another 
affecting the skin of the mid-lumbar region. On the 
wrists and arms the papules were for the most part 
discrete, but at the bend of the wrist and elbow they 
had a tendency to mass together and form scales. The 
individual papules strikingly resembled those of lichen 
planus, being angular, umbilicated and striated. The 
colour of the papules was not however quite that of 
lichen planus, which is purplish, but tended to a 
brighter, more reddish, hue. The evolution of the 
papules followed also a somewhat different course, ap- 
pearing in tiny rounded elevations like minute shot 
beneath the skin and later taking on the shape and 
character of the papule of lichen planus. The first 
appearance of the eruption came on the right flank and 
lumbar region, later showing on the palms of hands 
and spreading to wrists and elbows. 

At first lichen planus was the diagnosis, but in spite 
of treatment the condition continued to spread. Later 
on close questioning revealed that the patient had been 
taking a preparation of wheat germ and was still 
taking the same daily. Shortly after stopping this the 
eruption slowly disappeared and the itching abruptly 
ceased. Six weeks later it had almost disappeared. 
As a test wheat germ was again taken, with the result 
that the signs and symptoms returned; new papules 
appeared with intense itching. 

Since the particular preparation of wheat germ the 
patient was taking contained the vitamins B,, B, and 
B, along with vitamin E there was the question of 
causation by the other factors. Accordingly fresh 
brewers’ yeast was given with no result. 

Finally when the lesions had progressed to recovery 
wheat germ oil was administered and there was an im- 
mediate flare-up and all the signs returned. A second 
test under same conditions had the same result. 


Clinical and Laboratory Notes 


A METHOD OF CIRCUMCISION, USING 
THE ELECTRO-CAUTERY 


By T. C. Brereton, M.D. 
Winnipeg 


The first step is to retract the foreskin and 
free it right back of the corona as far as it will 
go. 
The next step is to bring the foreskin back 
over the gland to its normal position. 

Then draw the foreskin back until the junc- 
tion of the skin and mucous membrane is the 
most anterior part of the foreskin. Now seize 
the upper part of the foreskin at this junction 
of skin and mucous membrane with a pair of 
artery forceps and clamp the forceps. Seize the 
lower part of the foreskin at the junction of the 
skin and mucous membrane with another pair 
of artery forceps and clamp on. 

Next drag on both these forceps. This draws 
not only the skin but also the mucous surface 
forward at the same time. Now this drag causes 





the corona of the glans penis to come into view 
through the mucous and skin tissue. 

Then take artery forceps with a fairly long 
jaw, open the jaws and place one jaw on each 
side of the dragged out foreskin and carry the 
jaws back until they lie one-eighth of an inch 
in front of the corona of the glans penis and 
parallel to the corona. 

Clamp this forceps and as the jaws close they 
force the glans back from under the artery © 
forceps. Clamp the forceps. 

Now remove the foreskin by electro-cautery at 
cherry-red heat by burning along the distal 
surface of this last forceps. This should be done 
rather carefully by burning only a little at a 
time, to prevent the forceps from becoming too 
hot. 

As soon as the foreskin is removed unclamp 
the forceps and then retract the foreskin until it 
is back of the corona, where it should be made 
to stay until you are sure the wound is all 
healed, usually within two weeks. 

No dressing is required. 


ERIVATIVES of barbituric acid (and 

their line seems endless) are becoming 
increasingly popular with the profession and, 
we regret to say, with the laity. So much 
so that their use might almost be called a 
vogue. This is not surprising, for these 
agents possess medicinal properties of great 
value and were regarded as harmless. With 
the passage of time, however, it has been 
demonstrated that, like all powerful drugs, 
they possess their own peculiar drawbacks 
and dangers. This means, of course, that 
they should be used with knowledge and 
discretion. The dangers we have specially 
in mind are poisoning, accidental or pre- 
meditated, and addiction. So far as we are 
aware, no cases of addiction or of suicide 
have been reported in Canada; a few cases 
of poisoning (not fatal) have been recorded 
in our Journal. But matters seem to be 
different in other countries. Dr. W. E. Ham- 
bourger,’ speaking of the larger cities in the 
United States, says ‘‘Barbiturate addiction 
is fairly common, making up one-tenth of all 
drug addiction cases (excluding chronic al- 
coholism)”’, and adds ‘‘The evidence clearly 
indicates that the barbiturates are respon- 
sible for many suicides, successful and attemp- 
ted, as well as for many so-called ‘accidental’ 
intoxications.’” 

Some have suggested that intoxication 
from the barbiturates may be due to im- 
purities in the products. Mr. H. M. Lan- 
caster, Chief Dominion Analyst,? however, 
informs us that his Department has found 
that these products have been found to be in 
conformity with the standards set forth in 
Section 6 of the Food and Drugs Act of 
Canada, meeting the specifications set down 
in the various pharmocopeeias and in other 
generally recognized standard works. Im- 
purities cannot, then, be the cause. 

The toxic manifestations of the bar- 
biturates are usually found in those who have 
taken one or other of these drugs in thera- 





1. HAMBOURGER, W. E.: The promiscuous use of the 
barbiturates, J. Am. M. Ass., 1940, 114: 2015. 
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peutical doses over a prolonged period of 
time, or an over-dose within a few minutes 
or hours. Also there are _ idiosyncratic 
persons who react excessively to minute 
doses. The effects of such overdose may be 
trifling and evanescent, severe or even fatal. 
The various members of the barbiturates 
differ in their degree of toxicity. Scarlett 
and MacNab,® in an illuminating article, 
found in the literature up to 1934 record of no 
less than 408 deaths from barbiturate poison- 
ing, and give a list of the incriminated drugs 
in the order of their toxicity. We quote 
their figures for those members which are in 
most common use: Veronal, 247; Luminal, 
41; Evipan, 40; Allonal, 17; Pernocton, 13; 
Gardenal, 12; Somnifen, 7; Nembutal, 5; 
Amytal, 5; Dial, 4. 

The following are the toxic features that 
have been met with: stupor, coma; nausea, 
vomiting, diarrhoea, and epigastric pain; 
hypotension; hyporeflexia; tachycardia and 
cardiac arrhythmia; urinary retention; in- 
voluntary urination and defecation; pul- 
monary cedema; cyanosis; dilated pupils; 
contracted pupils; various skin rashes; an- 
gemia; neutropenia. 

In view of the foregoing considerations it 
would seem proper to ask that ‘‘counter- 
prescribing” and the sale of the barbituric 
acid derivatives except on a doctor’s pre- 
scription be prohibited. So far as Canada 
is concerned, Mr. Lancaster, to whom our 
thanks are due for his courteous response to 
our enquiries, states that registration is not 
granted to proprietary or patent medicines 
which contain barbiturates, and that, under 
the Food and Drugs Act, steps have been 
taken to ordain that a label warning of the 
presence of a potent or dangerous drug be 
affixed to the container. More than this, 
however, would be desirable. 

The untoward results of the therapeutic 
administration of the barbiturates can usually 
be prevented by attention to the following 











3. SCARLETT, E. P. AND MACNaB, D. 8.: Poisoning from 
phenobarbital et seq., Canad. M. Ass. J., 1935, 33: 
635. 
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details. When any preparation of the bar- 
biturate group is being exhibited, even in 
the accepted therapeutic dosage, for a 
length of time a careful watch for the first 
appearance of toxic signs and symptoms 
should be maintained. The possibility of 
idiosyncrasy should not be overlooked. The 
administration of the drug should be en- 
trusted to some reliable attendant and not 
to the patient. Richards* has called atten- 
tion to the following curious and pertinent 
fact, to explain which he has borrowed the 
term “‘automatism’”’. He records two cases 
of Dial poisoning in which amnesia occurred. 
The patients were found with an empty box 
of tablets beside them yet they remembered 
that they had planned to take only two of 
these, and could remember taking only two. 
Evidently the drug produced forgetfulness 
of each preceding pill taken so that the 
patient retained the impression that he 
needed one more. . 

Finally, the contraindications must be 
remembered. Scarlett and MacNab (loc. cit.) 
call attention to the following points. 

1. Senile patients require a smaller dose. 

2. Debilitated patients tolerate the drug 
poorly. 

3. Patients with arteriosclerosis, hyper- 
tension, and myocarditis react poorly to the 
shorter-acting barbiturates because of the 
marked effect on the blood pressure, and 
may complain of vertigo, and ataxia. 

4, Severe genito-urinary disease may be 
an absolute contraindication. 

5. Defective liver function makes any- 
thing but small doses inadvisable, and con- 
tinuous administration is to be avoided. 

6. Advanced pulmonary disease and, par- 
ticularly, pulmonary congestion are contra- 
indications to the use of the barbiturates 
before operation because of their action on 
the respiratory centre. 

7. Severe toxemia from sepsis increases 
the susceptibility to these drugs. 

We may add that barbiturates should 
always be prescribed with great care for fear 
of causing addiction, particularly in treating 
mental cases. 

The diagnosis of barbiturate poisoning can 
be made from the history and attendant 
circumstances and the detection of the drug 





4, RICHARDS, R.: Symptoms of poisoning by hypnotics 
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in the urine. A good test for the latter can 
be found in Delmonico’s article.’ Cases of 
coma should always bring to mind the 
following possibilities—concussion, cerebral 
hemorrhage, uremia, diabetes, acute alco- 
holism, opium poisoning, barbiturate poison- 
ing and epidemic encephalitis. The diagnostic ~ 
points in most of these conditions are so well 
known that they need not be detailed. In con- 
tradistinction to what we find inopium poison- 
ing the pupilin barbiturate poisoning is usually 
dilated, with natural or slightly delayed pupil- 
lary reaction. Exceptions to this statement 
have occasionally been met with, however. 
Nystagmus is often seen and is an important 
diagnostic point in distinguishing barbital 
poisoning from other forms of coma. 

The fatal dose is in general fifteen to thirty 
times the therapeutic dose. Barbital may 
cause death from as little as 0.7 grams; the 
average amount is 10 grams. With Pheno- 
barbital death occurs after 3 to 4 grams have 
been taken. In the case of Dial the fatal 
dose is about 2.4 grams. 

The treatment for barbiturate poisoning 
should be conducted along the following 
lines. 

In as much as drugs of this class are nar- 
cotics and depressants of the central nervous 
system stimulating remedies are in order. 
A special danger is from vascular paresis, 
which may lead to pulmonary congestion 
and oedema, pneumonia, and decubitus. 
The heart and circulation, therefore, should 
be stimulated. 

A majority of those suffering from bar- 
biturate poisoning are admitted to hospital 
in a state of coma. This fact conditions to 
a large extent the lines along which resusci- 
tative measures should be conducted. Be- 
fore other measures are instituted the sto- 
mach should be thoroughly emptied of its 
contents. The patient’s head should be 
kept lower than his feet and postural drainage 
maintained as long as seems desirable. 
Any secretions that accumulate in the buccal 
cavity should be removed by suction. Feed- 
ing should be forced, the stomach being 
washed out previously. Enemas of strong 
coffee are often useful. Catheterization 
should be performed every four to ten hours. 





5. DELMONICO, E. J.: Tests for derivation of barbituric 
acid, Proc. Staff Meet., Mayo Clinic, 1939, 14: 
109. 
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Diuresis may be assisted by the administra- 
tion of xanthin diuretics, e.g., aminophylline 
in doses of 0.25 gram in 10 c.c. of water, 
which may be given in dextrose infusion 
every 8 hours. 

An important part of the treatment is the 
administration of stimulant drugs. Orford® 
speaks highly of coramine for its effect on 
the respiratory centres. More recent author- 
ities prefer picrotoxin and metrazol. Barlow’ 
says ‘“‘An optimal sequence of agents for use 
in emergencies of respiratory depression or 
arrest would be a combination of both 
metrazol and picrotoxin. This sequence 
would result in a marked and prompt stimu- 


6. OrForD, T. J.: Poisoning from derivative of barbi- 
turic acid (Dial), Canad. M. Ass. J., 1934, 30: 
65. 


7. Bartow, O. W.: J. Pharmacol., 1935, 55: 1. 
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lation (ten to thirty minutes) of respiration 
by metrazol, which in turn would be sum- 
mated slightly and prolonged by the 
additional medication with picrotoxin.” 
(These statements are based on animal 
experiments). Koppanyi recommends me- 
trazol, 400 mg., and picrotoxin, 5 to 10 mg., 
in the treatment of human beings. 

Even more important are measures de- 
signed to prevent the temperature from 
becoming subnormal. External heat is valu- 
able here. Not only so, but it assists the 
action of the remedies employed and tends 
to prevent that lowering of resistance which 
conduces to the development of pneumonia. 
Constant and intelligent nursing, also, is 
indispensable. 

An excellent review of the whole subject 
by Michel Pijoan can be found in the Am. 
J. of Med. Juris., 1939, 2: 301. A.G.N. 


SEASON AND DISEASE 


[* epidemiology the seasonal fluctuation of 


disease is an interesting and significant 
phenomenon. It is well known that most 
communicable diseases have a season of 
maximum morbidity, and many people have 
their private theories as to why this is so. 
But many non-communicable diseases also 
have their characteristic seasonal ebb and 
flow, as judged by mortality statistics. 

It has been said that ‘‘Epidemic disease 
in a community depends primarily upon the 
existence of a strain of organism which is 
virulent in character or capable of assuming 
exalted virulence and upon the presence of a 
certain ratio of susceptible persons who react 
positively, so that the normal balance be- 
tween resistance and infection is disturbed.” 
Added to this must be mentioned a third 
factor in certain diseases, namely, the exist- 
ence of a vector capable of bringing the 
infecting agent and the susceptible host in 
~ contact. 

It may be assumed that seasonal and 
periodic fluctuations of disease are due to 
environmental influences acting on the in- 
fecting agent, the vector, or the host, or all 
three. If this assumption is correct a study 
of the réle of environmental factors might 
give valuable clues as to the control of these 
diseases. The study of seasonal influences 


in poliomyelitis, for example, might provide 
very helpful epidemiological facts. For po- 
liomyelitis has a most characteristic seasonal 
incidence which probably varies from place 
to place, but is exceedingly constant in a 
given place. In Canada one can predict 
with confidence that if an epidemic of polio- 
myelitis is to occur it will occur in July, 
August and September. Just why this 
happens we do not know. It could be 
explained on the hypothesis that the disease 
is spread by some insect which is killed or 
made dormant by low temperatures. But 
if this were true then a subsidiary factor 
would have to be postulated, since cases of 
poliomyelitis actually do occur.in the cold 
months of the year. 

In the case of non-communicable diseases, 
like heart disease and diabetes, the reason 
for a seasonal fluctuation is even more 
obscure. One might imagine the heat of 
summer to be especially trying to cardiac 
cases, but actually the peak of mortality is 
in the winter months when people with 
failing hearts can more readily be protected 
against the elements. 

The phenomenon of season and disease has 
its national characteristics too. A recent 
publication of the Medical Research Council 
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of Great Britain’ is of interest in this con- 
nection. Here has been compared in great 
detail the seasonal fluctuation of disease in 
Great Britain and the United States. Mor- 
tality from all causes, when standardized as 
to age, is considerably higher in the winter 
in England and Wales and considerably 
higher in the summer months in the United 
States. The average experience for the 
year gives England and Wales a slightly 
lower mortality. The New England States 
may be considered to have a climate more 
nearly approaching that of England than 
some other parts of the United States. 
When the mortality of these States is studied 
and compared with that of England and 
Wales it is found that the winter disadvant- 
age of England and Wales persists but the 
summer advantage is considerably reduced. 
What causes the relatively high winter 
mortality in England? Actually it is com- 
pounded of a number of causes. Some 
diseases show a relatively low mortality in 
the winter. The diseases which have their 
high peaks in winter in England and Wales, 
and which contribute greatly towards the 
excess mortality as compared with the 
United States, are: bronchitis and pneu- 





1. A Comparative Study of the Seasonal Incidence of 
Mortality in England and Wales and in the United 
States of America, E. Lewis-Faning, Special Re- 
port Series No. 239, the Medical Research Council, 
His Majesty’s Stationery Office, London. 


Editorial 


Social Conditions and Tuberculosis 


It is now a familiar fact that within the last 
seventy years and more there has been a steady 
decline in the mortality from pulmonary tuber- 
culosis. In most civilized countries this decline 
has never been seriously retarded, and it is still 
going on. It does not follow, however, that this 
decrease has occurred equally in all groups of 
the population. It has been noted in Great 
Britain that for some years it has not applied 
to the young adult group. This phenomenon 
has attracted a good deal of attention, and a 
study of it is contained in a recent report by 
the National Association for the Prevention of 
Tuberculosis.’ 

It was obvious that no one factor would be 
enough to explain this retardation. The points 





1. Hart, P. D. AND WRIGHT, G. P.: Tuberculosis and 
Social Conditions in England, National Associa- 
tion for the Prevention of Tuberculosis, 1939. 


monia, respiratory tuberculosis, and influenza. 
Measles, whooping-cough and meningitis 
belong to this group too, but their influence 
is less marked. It is to be noted that all 
these diseases except influenza are in the 
controllable group. 

The diseases which are responsible for the 
marked superiority in mortality in England 
and Wales in the summer months are notably 
the gastro-intestinal group (typhoid and 
dysentery), malaria, which of course is not 
much of a factor in England, and accidents. 
Here again we run into a group of preventable 
diseases and in some respects we see a 
picture of the differences in public health 
thought in the two countries. In England 
more stress has been laid on sanitation and 
less on immunization and early treatment. 

Apart from the seasonal differences in 
mortality, this study of the Medical Research 
Council brings out facts which are not often 
stressed: such facts, for example, as the 
relatively high mortality in England from 
respiratory diseases and the relatively low 
mortality from chronic diseases like heart 
disease, nephritis and cerebral hemorrhage 
and softening. Deaths from violence too 
are nearly twice as many in the United 
States as in England. These statistical 
facts are not without significance from a 
public health point of view. 

FRANK G. PEDLEY. 


Comments 


to be borne in mind were as follows. (1) It 
affected young women more than young men. 
(2) In the country as a whole it began to show 
itself about 1901 to 1905 for young women, and 
about 1913 for young men. (3) It has shown 
signs of coming to an end in 1933. (4) Diseases 
other than respiratory tuberculosis have not 
shown the same degree of retardation. (5) It 
has affected all parts of the country, but the 
urban much more than the rural centres. (6) 
The areas most affected are in general those 
with the worst housing. Indeed, amongst some 
of these there was an actual increase in the 
mortality amongst young women between 1911 
and 1933. 

The Report deals in detail with each of these 
points, but the main features of their findings 
may be given as follows. Up to 1900 there was 
a steady improvement in the standard of living, 
and this was coincident with the fall in mor- 
tality from tuberculosis. This improvement, 
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however, was checked at about 1900, and subse- 
quently was only very slow. It was gauged 
mainly by the course of ‘‘real earnings’’, which 
was taken as the main determinant of the 
standard of living. The curve for this exactly 
followed that of the tuberculosis mortality. 

After 1900 the number of young women in 
industrial occupations began to increase, tend- 
ing to bring them into contact with large num- 
bers of persons, as well as putting them under 
extra physical strain. Another feature was a 
set-back in the bettering of housing conditions 
of the country as a whole, until some time after 
the war. 

It is suggested, indeed it is difficult to avoid 
the conelusion, that these social changes (in 
standard of living, housing, and volume and 
type of occupation) exerted a selective effect 
on young adults. It is significant, in addition, 
that during this period there was no corre- 
sponding retarding of the decline in mortality 
from diseases other than tuberculosis amongst 
young adults. The evidence is against the 
theory that the retardation in mortality decline 
for young adults has been due to decreased 
tubereulization in childhood, with consequent 
reduced immunity in adolescence. 

From 1933 onwards the retardation is re- 
garded as having ceased. This is thought to be 
due largely to an acceleration in the building of 
new houses, but the period is too short for 
definite conclusions. What the result of this 
present war will be cannot be foreseen. This 
report shows beyond question, however, how 
closely social factors are linked with the reduc- 
tion in tuberculosis mortality. H.E.M. 


Messrs. Bausch and Lomb and the Canadian 
War Effort 


In the issue of June, 1940, page 609, the 
Journal published as a news item in its section 


‘‘University Notes’’ a resolution passed at a 
meeting of the Medical Faculty of Dalhousie 
University in which the position of Messrs. 
Bausch and Lomb in relation to the Canadian 
war effort was pilloried. The firm immediately 
protested that the resolution did them an in- 
justice, for reasons which they gave, and asked 
that the Canadian Medical Association inquire 
into the incident. Under instructions from the 
Executive Committee our Association made such 
investigations as it was enabled to do in respect 
to the whole matter, and finally had presented to 
it by the Dalhousie University a copy of a resolu- 
tion passed by the Senate of that University in 
December, which reads as follows: 


‘‘Whereas the Senate of Dalhousie University, 
having further information, has reconsidered its resolu- 
tion of May 11th last, and feels that the statement 
contained in that resolution is inaccurate; 


‘And whereas the Senate has been impressed by 
the recent public letter of the Honourable C. D. Howe, 
testifying to the contribution of the firm of Bausch & 
Lomb to Canada’s war effort; 

‘*Be it resolved that the Senate of Dalhousie Uni- 
versity withdraw its resolution of May 11, 1940, and, 
further, that a statement of its present action be sent 
to the firm of Bausch & Lomb and to all other Cana- 
dian colleges previously notified.’’- 


Having reviewed all the facts and the evidence 
before it, it was duly moved, seconded and 
carried in Committee of the Canadian Medical 
Association that, 


‘*Whereas our Canadian Medical Association Journal 
has published an item emanating from Dalhousie Uni- 
versity, commenting upon Messrs. Bausch & Lomb, the 
Journal be now asked to give equal publicity to the 
matter by publishing the resolution passed in December 
by the Senate of Dalhousie University rescinding its 
former resolution on the same subject, and that the 
General Secretary be instructed to notify Messrs. 
Bausch & Lomb of our action; and that a copy of the 
Journal containing the resolution referred to above be 
sent to Messrs. Bausch & Lomb.’’ A.G.N. 





Describing investigations into the properties of glass 


variously protected, in a recent issue of the Journal of - 


Scientific Instruments, Dr. H. Moore states that a sheet 
of glass of 1/8 in. thickness, if protected by millboard 
of good quality of 1/16 in., requires before it is frac- 
tured two and a half times the force it would require 
if it was uncovered. In most cases glass bursts outwards. 
It breaks as a result of being bent inwards during the 
high-prezsure wave, but the segments do not appreciably 
separate until the pressure excess has given place to the 
subzequent rarefaction, which occupies a much longer 


period, and during this period the pieces of glass are 
sucked forward and fall outwards. Short of blocking up 


a window with brickwork or enclosing it in shutters of 
heavy timber or stout steel it is impossible to safeguard 
glass from fracture. The simplest method of reducing 
personal injury from flying fragments, and one avail- 
able for most domestic windows, is the drawing of heavy 
curtains, which should hang freely so that they can 
swing inwards. By ‘‘lengthening the time of blow’’ in 
this way the risk of fragments cutting through the fabric 
is reduced, and there is a reasonable chance that they 
may be stopped harmlessly as the curtain swings away 
from the window. The same applies to wire netting 


stretched on window frames inside the window some 3 
or 6 in. from the glass.—Abs. in Brit. M. J. 
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Special Article 


THE VITAMIN CHART 
Compiled by L. B. Perr 


Department of Biochemistry, University of Alberta 


Patients showing vitamin deficiencies fall in 
3 categories: 1. Inadequate diet—Including the 
results of poverty, fads, old age, ignorance, 
psychopathia, lack of interest, and perhaps 
alcoholics, and those on special diets. 
dominal conditions—These may be _ intestinal 
obstructions, or involve the mucosa (sprue, etc.) 
or be cases of chronic hepatic or cholecystic 


Vitamin 


A 
Fat-soluble, 
Pure form is 
yellow oil; 
known struc- 
ture. 


Evidence of 
deficiency 


Delayed regener- 
ation of visual 
purple (night-blind- 
ness); lower resist- 
ance to infections; 
epithelial keratiniz- 
ations; asialia; xero- 
phthalmia. 


Diagnostic 
tests 


1. Visual tests 
for subnormal 
dark adaptation. 
In Pett test, 10 
secs. and less is 
normal. 2. Blood 
analysis (20 c.c.) 
Normal blood = 
60-100 I.U. /100 
c.c. Carotene = 
15-45 y /100 c.c. 


2. Ab- 


disease. 


3. Post-operative—Surgery often pre- 


cipitates a long-developing condition, as in 


B complex or K deficiencies. 
Must use large doses, and some effect should be 
noted in a week or two, if it is to be expected. 
There is little storage of vitamins K, C and the 
The Fat-soluble vitamins are A, D, 
K, K, T, and must be accompanied by bile salts 
if there is possibility of poor fat absorption. 
The Water-soluble vitamins are—the B-complex, 
C, P, K and may be given orally, intravenously 
or intramuscularly. All vitamins seem to be 
needed for normal growth. 


One Inter- 
national 
Unit 
(1 gamma = 
1/1000 mg.) 


B complex. 


Daily need in 
International 
Units or mg. 


Child 3,000; 


Adult to 
10,000. 

No toxie 
overdose. 1 
tsp. stand. 
cod liver oil 
contains 
about 2,100 
I.U. 


More important 
food sources 


Vitamin therapy— 


Therapeutic dose 
and remarks 





More than 1,000 
I.U. per ounce or 
3,000 per 100 g. 
in: apricots, broc- 
coli, carrots, 
chard, kale, let- 
tuce, liver, pars- 
ley, red peppers, 
spinach, sweet 
potato. 


35,000 to 100,000 
I.U. daily. Daily 
need varies with 
age, occupation, 
liver function, 
basal metabolic 
rate. Direct ap- 
plication for 


burns, pruritus, 
ete. 1s recom- 
mended. 


-_——_— | a SSS 


Bi 
Thiamin HCl 
Aneurin 
W ater-solu- 
ble. Pure 
white xls. 
Synthesized. 


So | —— .- Ss | | hI eee 


By Complex 
G 


1. Riboflavin 
Water-solu- 
ble. Pure yel- 
low xls. Syn- 
thesized. 


Neurasthenia, anor- 
exia, disordered in- 
testinal function. 
Peripheral neuritis. 
(i dema. Cardiac 
changes. Beri-beri. 
Usually tachy- 
cardia. Hypochro- 
mic microcytic 
anzemias (and Bg?) 


Simple def. is rare. 
Usually with other 
B complex.  Fis- 
sures at mouth cor- 
ners or cheilosis. 
Seborrheic derma- 
titis. Superficial cor- 
neal inflam. Photo- 
phobia. Some anz- 
mias. 


1. Blood or urine 
tests for bisul- 
fite binding sub- 
stance show dis- 
ease. 2. Tests 
for excretion of 
vitamin in urine 
in normals. Nor- 
mal blood: 6-16 
y /100 ec.c. 


Uncertain. 


Normal blood 
content (?) 
2 y /100 c.c. 


Child 100- 
200. Adult 
300-600. 
No toxic 
overdose. 
Depends on 
body 
weight, 
CHO intake, 
metabolic 
rate. 


Uncertain, 

1 or 2 mg.? 
No toxie 
overdose. 


More than 25 1.U. 
per ounce or 82 
I.U. per 100 g. in: 
dried beans, corn- 
meal, eggs, liver, 
molasses, oat- 
meal, green peas, 
peanuts, walnuts, 
whole wheat. 


Small amounts in 
most foods. More 
than 25 y per 
ounce or 82 y per 
100 g. 
bage, cornmeal, 
eggs, honey, liver, 


milk, peas, spin- 


ach, tomatoes. 
Green leaves are 
good. 


~ fections, 





in: cab- 


10-100 mg. orally, 
intravenously or 
intramuscularly 
daily. Functions 
as a coenzyme in 
carbohydrate 
metabolism. 
Needs increased 
in pregnancy, in- 
hyper- 
metabolism, an- 
zemia, alcoholism. 
Used in neural- 
gias, toxeemias of 
pregnancy. 


5 mg. 3 to 5 times 


daily. Functions 
in intracellular 
oxidation pro- 
cesses. 


—_ | || K | - SS ee | ——— ee | C—O" 


By Complex 
@ 
2. Nicotinic 
‘Acid 
W ater-solu- 
ble. Pure 


white xls. 
Synthesized. 


_ |S | |_| S_ SS 


Bo Complex 
(G) 


Be 
3. Pyridoxine 
or Adermin 
Water-solu- 
ble. Pure 
white xls. 
Synthesized. 


Simple def. is rare. 

Pellagra: dermatitis 
with pigmentation. 
Gastro-int. disturb- 
ances, including 
saliva changes, 
stomatitis and diar- 


rhea. Porphyrin- 
uria. Urethritis. 
Dementia. 


Simple def. is rare. 

Nervousness, insom- 
nia, abdominal 
pains, irritability, 
weakness. Perhaps 
muscular dystro- 
phies. Mostly as 
part of other dis- 
ease. 


Excess normally 
excreted in urine, 
where readily de- 
tected. Absent 
in subclinical 
and clinical pel- 
lagra. 


None. 


Uncertain, 
25 mg.? 
Possible 
toxic over- 
dose (1 g.) 


Uncertain. 
Possible 
toxic over- 
dose. 


Small amounts in 
most foods. Yeast 
60 mg./100 g. 
Liver 12 mg. 


Whole wheat 5 mg. 


Peas 1 mg. 


No analyses avail- 
able. 

Yeast, liver, bran, 
and whole grains. 


500 mg. orally, or 
1.5 mg./kg. body 
weight intraven- 
ously daily. De- 
ficiency likely 
only on diets re- 
stricted to few 
foods. 


50-150 mg. intra- 


venously or sub- 
cutaneously at 1 
week intervals. 

Used with E in 
pseudohypertro- 
phic muscular 

dystrophy. 
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Vitamin 


Be Complez(G) 

4. Pantothenic 
Acid 

Water-solu- 
ble. Pure 
white xls. 
Synthesized. 


a 


C 
Ascorbic Acid 
Cevitamic 

Acid 
Water-solu- 
ble. Pure 
white xls. 
Synthesized. 


D 
Fat-soluble. 
Do or calci- 

ferol is syn- 
thetic. Ds; is 
natural in 
fish oils. 
Known struc- 
ture. 


E 
Tocopherol 
Fat-soluble. 
Yellow oil. 
Synthesized. 


— SS 


K 

Phylloqui- 
none. 

Fat-soluble. 

Water-solu- 
ble. Several 
are known, 
pure. Syn- 
thesized. 

P 
Hesperidin. 
Water-solu- 

ble. Pure yel- 
low xls. 
Known struc- 
ture. 

= 
Unknown 
chem. 











Evidence of 
deficiency 
Deficiency as a com- 
plication of other B- 
complex deficiency 
states. Pellagra, 
beri-beri, polyneu- 

ritis. 


Subclinical states 
shown by diagnostic 
tests. Scurvy: pete- 
chial hamorrhage 
(gums and subperi- 
osteal). Weakness. 
Painful joints. In 
children cedema and 
tenderness. Loosen- 
ing of teeth. Capil- 
lary permeability 
increased. 


Rickets, osteoporo- 
sis, osteomalacia. 
Infantile tetany. 
Spasmophilia. Den- 
tal caries? Defici- 
ency noted chiefly if 
Ca and P in diet in- 
adequate or unbal- 
anced. 


OE 


Disordered repro- 

ductive function. 
Amyotrophic lateral 
sclerosis, pseudo- 
hypertrophic mus- 
cular dystrophy. 


— 


Prolonged clotting 
time from decreased 
prothrombin. Used 
pre-operatively in 
Jaundice; also in 
chronic infections, 
peptic ulcer, cirrho- 
sis, ulcerative coli- 
tis, cachexia. 

Decreased capillary 
resistance, wit h 
vitamin C. Vascu- 
lar purpuras. Arse- 


nic and _ bismuth |! 


toxicoses. 





———_— 


Thrombocytopenia. 


All 
low platelet count. 


1. Blood plasma 


Diagnostic 
tests 


Therapeutic. 


analysis: below 
0.5 mg. per cent 
is scorbutogenic. 
2. Urinary excre- 
tion. Normally 
15-50 mg. in 24 
hrs. average diet. 
3. Saturation 


test 

4. Capillary fra- 
gility not reli- 
able. 


1. X-ray. 

2. Serum phos- 
phatase in some 
instances. 

= Serum Ca and 


None. 





Prothrombin 

test in plasma. 
Should be 75 per 
cent or over for 
safe operating. 


None. 


Therapeutic: 


bleeding with | Platelet count 


response. 





One Inter- 
national 
Unit 


(1 gammd = 
1/1000 mg.) 


None. 


50 -. 
1 mg. = 
20 I.U. 


None. 
0.05 + is 
1 Dam. 
unit. 


None. 


None. 









Daily need in 
International 
Units or mg. 





Uncertain. 


Child 25 mg. 
Adult 25- 
100 mg. No 
toxic over- 
dose. 


Child 500- 
1,000. 

Adult? 300. 
Greatly in- 
creased in 
pregnancy 
and lacta- 
tion. 


Uncertain. 
No toxic 
overdose. 


Uncertain. 


Uncertain. 


,Uncertain. 


More important 
food sources 


Priv. comm. from 


Dr. T. H. Jukes: 
Micrograms or 
per gram edible 
form: Dried yeast 
200, liver 40, egg 
yolk 63, eggs 27, 
molasses 70, broc- 
coli 11, sweet po- 
tatoes 11, lean 
beef 10, bran 24, 
split peas 21, roll- 
ed oats 11, wheat 
11, barley 10, 


soya bean meal 14 


Mg. per 100 g. 
(31% oz.) Apples 
0-10; asparagus 
0-25; beets 5-8; 
cabbage 2-30; cel- 
ery 1-5; cherries 
1-5; cranberries 
3-20; grapefruit 
30-50; juice 5-50; 
oranges 10-60; 
juice 40-80; pota- 
toes 20-50; toma- 
toes 5-30; juice 
0-25. 


Food sources poor. 
Irradiation of 


foods not recom- 
mended. Salmon, 
sardines, 5,000 
I.U. per 100 g. 
Egg yolk 15-500 
I.U. Milk 5 I.U. 


Leafy vegetables, 


wheat germ. 


Alfalfa, cabbage, 


spinach, tomato, 
animal fats, green 
leaves of all 
kinds. 


Lemons, especi- 


ally skin. 


Unknown except 


in sesame oil. 


Therapeutic dose 
and remarks 


50-200 mg. daily. 


200-400 mg. oral- 


ly or intraven- 
ously. Increase in 
fevers, gingivitis, 
normocytic anz- 
mia, arsenical 
dermatosis, 
psoriasis, tuber- 
culosis, colitis, 

whooping cough. 


In infants ~ to 
ave 


500,000 I.U. 
been given. U.S. 
Pharmacopeia 
XI Unit is same 
as International. 
Massive dose in 
arthritis of un- 
certain value. 


Prophylaxis in 
pregnancy 15 c.c. 
wheat germ oil or 
120 mg. daily. 
Used with Bg in 
muscular dystro- 
phies. 


50,000 to 100,000 


Dam units plus 
1 g. bile salts. 
(1-5 mg.) oe 
Water-solub : 
forms are used 
intravenously or 
orally without 
bile. 


50-200 mg. daily 


orally or intra- 
venously. 


05 t6 LD ce. 


sesame oil daily. 
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BUCKE AND OSLER: 
A PERSONALITY STUDY* 


By G. H. STEVENSON 
London, Ont. 


I am happy to have the privilege of bringing 
to your attention some of the points of re- 
semblance and of difference in the personalities, 
the lives and achievements of two of our greatest 
Canadian physicians, Richard Maurice Bucke 
and Sir William Osler, 

The circumstances of this presentation today 
are especially appropriate, surrounded as we are 
now by many of Osler’s collections and writings, 
and in the actual presence of Dr. Bucke’s 
daughter, Mrs. Seaborn, and his son-in-law, Dr. 
Edwin Seaborn, who presents the next paper. 
I am fortunate also in being able to present as 
a part of this paper six hitherto unpublished 
original letters from Osler to Bucke, which have 
been kindly loaned to me by a son of the latter, 
Mr. Harold L. Bucke. 

It is probable that the medical profession is 
better acquainted with the life of Osler than of 
Bucke and for that reason the following few 
paragraphs are quoted from a paper dealing 
with the life of Buecke and read before the 
Ontario Neuropsychiatric Association on the 
100th anniversary of the birth of this outstand- 
ing Canadian psychiatrist, based largely on 
Coyne’s biography of Bucke.* ? 


‘¢Richard Maurice Bucke was born on the 18th of 
March, 1837, at Methwold, England, his father being an 
Anglican cleric, the Reverend Horatio Walpole Bucke, 
through whose mother the family tree extended to Sir 
Robert Walpole, the first Earl of Orford, Prime Minister 
of England from 1721 to 1742; various members of which 
family had made in successive generations outstandin 
achievements, particularly in the realms of politics an 
letters. Certain members of the Bucke line had also 
achieved distinction, notably Charles Bucke, author of 
‘Beauties of Nature’ and ‘Ruins of Ancient Cities’. Dr. 
Bucke’s mother was Clarissa Andrews, whose brother, 
Biggs Andrews, Q.C., was a noted lawyer. 

‘¢We do not know the reasons which impelled this 
clergyman, master of seven languages, to resign his parish 
and bring his wife and family to Canada in 1838, when 
the subject of this sketch was an infant. The family 
settled on a pioneer homestead, practically adjoining the 
site on which later was erected the mental institution 
over whose destinies Richard Maurice Bucke was to pre- 
side for a quarter of a century. His mother died when 
he was only seven. His father remarried and the step- 
mother lived only until he was 16. 

‘‘During these boyhood days he appears not to have 
attended school, but in his father’s study he read voraci- 
ously and probably secured a much better education than 
is usually acquired by formal schooling. He helped with 
the work on the farm and even during these years was 
deeply interested in the problems of religion and 
philosophy. 


* Read at the Seventy-first Annual Meeting of the 
Canadian Medical Association, Section of Historical 
Medicine, Toronto, on June 19, 1940. 


‘‘Following the death of his stepmother, being only 
16 at the time, he decided to leave home and see some- 
thing of the world, and during the next five years he 
led a wandering adventurous existence, in which hard- 
ship and acute physical suffering played no small part. 
The same bold and vagrant urge which impelled his 
father to leave the comfort of the English countryside 
appears to have been responsible for driving this son 
into the wilderness for these five years. This period of 
his life, filled with high adventure, is difficult to recon- 
cile with the studious, methodical dignitary he became in 
later years. 

‘*During this time he worked for three years in the 
Ohio and Mississippi valleys, working at any employment 
that he could get—gardener, farmhand, railroad em- 
ployee, making staves in the cypress swamps of Louisiana, 
fireman and deck hand on steamboats on the rivers. He 
then went farther west to Salt Lake City with a pack 
train, the old-fashioned covered wagon. Continuing 
farther west with a smaller party, they were attacked by 
Indians and suffered acutely for lack of food and water. 
He worked for a year as miner in the Nevadas, 

‘*In the fall of 1857, on a silver mining mission, 
which if it had ended more happily, might have made 
him a millionaire, he and the miner friend with him met 
misfortune in the nature of a blizzard and were snow- 
bound in the Sierras. After terrible sufferings, he and 
his partner, Allen Grosh, reached a mining camp. Grosh 
became delirious and died 12 days later. Bucke was in a 
serious condition, both feet were frozen and had to be 
amputated, so that for the rest of his life he was obliged 
to use artificial feet. After several months’ convalescence 
the miners sent him to San Francisco. He evidently felt 
he had had enough adventuring and decided to return to 
Canada, presumably to settle down to a steadier and less 
dangerous existence. 

‘*His mother had left him some money and he used 
this to pay his expenses as a student in medicine at 
McGill University, graduating in 1862 and winning the 
prize for the best thesis, entitled, ‘The Correlation of 
the Vital and Physical Forces,’ which was printed in 
the British-American Journal. He read much outside of 
medicine, particularly philosophy and poetry. ; 

‘*His later writings were to show how these studies 
broadened his knowledge and increased his culture. He 
spent a year in Europe doing post-graduate work, re- 
turning to Canada and establishing himself in general 
practice in Sarnia in 1864. <A year later he married 
Jessie Maria Gurd. He continued in general practice in 
Sarnia until 1876, presumably with fair success and 
taking an active interest in the social and political life 
of the times, becoming a close personal friend of 
Timothy Blair Pardee, at that time Provincial Treasurer, 
who appointed Bucke to the superintendency of the newly 
opened Hamilton Asylum in 1876. He was transferred 
to the superintendency of the London Asylum in Feb- 
ruary, 1877, on the death of Dr. Landor. 

‘*Tt will be seen that he came to this position with 
no special knowledge of psychiatry but with high intel- 
ligence and ideals, a rich background of experience and 
a keen interest in all things pertaining to the mind. The 
appointment was a eso fortunate one and was 
more than justified by the success attending his efforts 
as an asylum administrator and as a courageous, inde- 
pendent thinker and idealist.’’ 


Dr. Bucke continued in the superintendency 
of the Ontario Hospital, London, until his death 
in 1902. He was eminently successful as an 
administrator and in the improvements he made 
in methods of care and treatment of the mentally 
ill, notably for the elimination of restraint, the 
introduction of recreational therapy on a scale 
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not previously attempted, and for his insistence 
on thorough physical examination and treatment, 
especially gynecological. 

He was honoured by election to the Royal 
Society of Canada, to the Presidency of the 
psychological section of the British Medical 
Association, and the Presidency of the American 
Medico-Psychological Association (now the 
American Psychiatrie Association). He was the 
first professor of nervous and mental diseases at 
the University of Western Ontario. 

His work as a psychiatrist and mental hospital 
administrator might appear to have fully oc- 
cupied him but he had other interests equally 
worthy of note. He had outstanding literary 
and scientific accomplishments which led him to 
interesting and valuable papers and three books, 
entitled, ‘‘Man’s Moral Nature’’,® ‘‘ Walt Whit- 
man’’,* and ‘‘Cosmie Consciousness,’”® the last 
of which is the most noted and will probably 
remain as a permanent, if little known, monu- 
ment to his wide reading and study, his rather 
mystical psychology, and his devotion to his 
hero, Walt Whitman. Whitman, in person and 
through his ‘‘Leaves of Grass’’ gave Bucke a 
revelation of life and religion which was the 
major influence in his life and inspired his chief 
literary productions. 


The outstanding events of Osler’s life are 
probably better known to you—his birth and 
early life in a pioneer clergyman’s home at 
Bond Head, his limited schooling opportunities 
when young, followed by attendance at private 
schools at Barrie and Weston, Trinity College 
School; his early interest in natural science, 
University of Toronto, and then to McGill where 
he graduated in medicine. This was followed 
by post-graduate work in Europe, his return to 
the staff of McGill, then to the University of 
Pennsylvania, and then as first Professor of 
Medicine at the newly organized Johns Hopkins 
University at Baltimore. His call to Oxford as 
Regius Professor of Medicine followed, and he 
served as consultant to the British and Canadian 
hospitals in the latter years of the war. His 
great textbook of medicine was first published 
while at Baltimore in 1891 and has passed 
through many editions. 


There are a number of interesting resem- 
blances as well as differences in the lives of these 
men we honour today. They had unusual and 
outstanding ancestors. One of Bucke’s ancestors 
was Sir Robert Walpole, and other relatives had 
definite literary and scientific interests. Osler’s 
ancestors were merchants and seafaring people, 
some having also, definite literary achievements. 
Both were sons of Church of England clergymen. 
Before entering the Church Osler’s father, 
Featherstone Osler, had however been an officer 
in the British Navy, preceded by reckless adven- 
tures as a junior in various parts of the Seven 
Seas. Having made up his mind to become a 
clergyman, he entered into his studies earnestly 
and quite willingly selected the hard lot of a 
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pioneer missionary in Upper Canada. He was 
subsequently described as ‘‘a reticent sort of 
man, Knglish to the backbone, who seldom let 
himself go.’ Osler more closely resembled his 
mother, physically and as to temperament. Ellen 
Pickton Osler is described as ‘‘wiry, short, 
slender, very dark. She was a very pretty girl, 
clever, witty and lively, with a power of quick 


repartee, wilful but good-tempered, not easily 


influenced, very faithful in her friendships and 
of strong religious principle.’’® 

Bucke’s father, Reverend Horatio Walpole 
Bucke, appears to have been more the mystical 
and studious type, less vigorous and less prac- 
tical, but a great scholar and linguist, being 
master of seven languages. Why he should have 
given up the chureh to become a pioneer farmer 
is not known. He brought several thousand 
books with him, so one may assume his literary 
interests persisted, but he does not appear to 
have continued in the ministry. We have little 
information as to Bucke’s mother. She appears 
to have been a faithful and devoted mother, 
giving birth to seven children, but she died when 
Richard Bucke was only seven years of age. His 
father subsequently re-married. 

It might be noted that Osler’s parents were 
determined to give all their family every educa- 
tional opportunity, whereas Bucke had no formal 
education whatever, never attended a primary 
or secondary school, picking up his education 
from his environment and from his father’s 
richly furnished library. The tremendous thirst 
for knowledge and reading, common to both 
Bucke and Osler, is shown to be not so much 
due to ordinary teaching methods but to the 
ambition and energy and initiative they had in 
common. 

The two families came to Canada from Eng- 
land at about the same time, Osler’s parents in 
1837, Bucke’s parents and family in 1838, 
Bueke himself having been born in 1837. It is 
interesting to note that both Osler and Bucke 
were much influenced by a pre-Darwinian book 
called ‘‘Vestiges of Creation’’. This book may 
have had a different effect on the two boys, 
turning Bucke’s mind to the larger aspects of 
space and cosmic foree, and turning Osler to a 
study of the phenomena of nature at close 
range, as indicated by his very early interest in 
the microscope and microscopic findings. Both 
were genuinely religious, Osler almost entering 
the church, but their religious views were not 
identical. 


Both subsequently studied medicine at 
McGill, graduating with high honours. They 
studied abroad before settling in Canada, Osler 
at Montreal and the staff of McGill, Bucke re- 
turning to Sarnia and private practice. Both 
developed fine literary qualities and produced 
books that will endure; both were honoured by 
the highest offices in scientific bodies; both suf- 
fered greatly in later life by the death of a 
beloved ‘son. 
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While the similarities in their lives and ac- 
complishments are remarkable, there were very 
marked personality differences, leading them in 
totally different directions. The temptation is 
strong to attempt an explanation of their dif- 
ferences on endocrinological grounds (follow- 
ing Berman’) but such speculations might not 
be fully warranted. We shall not go far astray, 
however, in emphasizing inheritance, Bucke re- 
sembling his father, the mystical, impractical, 
emotional and unusual father; Osler resembling 
his mother, the practical, religiously orthodox, 
humorous, devoted mother. And as boys we see 
the men being formed; Bucke the introvert, 
studious, meditating on the vague imponder- 
ables, the meaning of God, immortality, eternal 
suffering; ‘‘he was subject at times to a sort 
of ecstasy of curiosity and hope concerning the 
future life.’* At the same age Osler was 
actively extraverted, loved group activities, 
games and practical jokes. He had a sunny 
disposition, was friendly with his group, a tor- 
ment to his teachers, especially those who could 
easily be tormented. His mischievous horse- 
play led to his expulsion from the School of 
Dundas at 15, and later at Weston School, when 
17, to his arrest and detention in gaol for a few 
days. 

The maturing process in these two boys was 
strikingly different. Osler’s energy, vitality 
and ambition and education proceeded along 
orderly lines, guided and influenced by devoted 
and intelligent parents and teachers. Each step 
appeared the inevitable result of a preceding 
step, almost predictable in advance. Not so 


with Bucke; a stormy ghildhood apparently un- . 


guided led to a still more stormy adolescence 
and at 16 we see him leaving home, and for the 
next five years leading a tramp-like, adventur- 
ous existence in all parts of the United States, 
almost losing his life on more than one occasion 
and finally having both feet so badly frozen that 
they had to be amputated. We are not told 
what were the motives that led him to spend 
these years in the wilderness. We ean only 
surmise that some deep-seated emotional 
stresses forced him on. Perhaps only the in- 
jury to his feet was responsible for saving him 
from an utterly wasted life, for he returned to 
the parental roof, soon after entered McGill, 
and from this time on to the end of his life his 
development was orderly and progressive, al- 
though adventures in the spiritual realm still 
awaited him. 

And in manhood both grew, but in different 
directions, as their earlier personality differences 
might have indicated. Osler was always the 
keen, aggressive, friendly extravert, working 
hard, increasing his knowledge, intensely prac- 
tical, teaching, writing, forming an increasing 
circle of friends, becoming more and more recog- 
nized as the continent’s leading clinical investi- 
gator and teacher; always reliable, dependable, 
reasonable, careful, taking nothing for granted. 
His sense of humour, searching energy and good 


judgment never deserted him. In psychological 
language he was a well-integrated, well-balanced 
personality, extravert, syntonic, living in these 
upper regions of normaley which are the envy 
of those of us who live at lower levels, but only 
a few steps away from those grades of activity 
and elation which are regarded as abnormal, or 
better, hypernormal. Berman would probably 
attribute his mental and physical characteristics 
to a well organized and harmoniously operating 
endocrine system, with hyperadrenalism and 
hyperthyroidism and an excellent anterior pitu- 
itary controlling a well-developed (but not over- 
developed) posterior pituitary. 

Bucke is a different sort of personality. The 
turbulent and unsatisfied emotional state of 
childhood and adolescence, coupled with very 
high intelligence, led him to ask questions and 
seek answers as to the riddle of existence, the 
meaning and purpose of life. True, he was a 
very superior practitioner of medicine and lead- 
ing psychiatrist, but these did not give him the 
satisfaction that Osler’s work gave to him. 
Bucke was still reaching out for ultimate causes 
and deeper meanings. After years of waiting 
and study he finally found them in the person 
and writings of Walt Whitman. His deep- 
seated religious doubts and cravings were re- 
moved and satisfied by a double conversion, 
which forever after gave a fullness of living and 
of meaning. These conversions were first to 
Walt Whitman, the man, whom he regarded as 
the greatest religious leader of all time, superior 
even to Jesus Christ. Whitman’s volume, 
‘“Leaves of Grass’’ was to him the holy writings 
of the new religion. The second conversion was 
related to the first and actually preceded it; a 
peculiar phenomenon, which he described in the 
following words :® 

‘*He and two friends had spent the evening reading 
Wordsworth, Shelley, Keats, Browning, and especially 
Whitman. They parted at midnight and he had a long 
drive in a hansom cab. His mind deeply under the in- 
fluence of the ideas, images and emotions called up by 
the reading and talk of the evening, was calm and peace- 
ful. He was in a state of quiet, almost passive enjoy- 
ment. All at once, without warning of any kind, he 
found himself wrapped around as it were by a flame- 
coloured cloud. For an instant he thought of fire, some 
sudden conflagration in the great city, the next he knew 
that the light was within himself. Directly afterwards 
came upon him a sense of exultation, of immense 
joyousness, accompanied or immediately followed by an 
intellectual illumination quite impossible to describe. 
Into his brain streamed one momentary lightning flash of 
the Brahmic-Splendor which has ever since lighted his 
life; upon his heart fell one drop of Brahmic Bliss, 


leaving thence onward for always an after taste of 
heaven. 

‘¢ Among other things he did not come to believe, he 
saw and knew that Cosmos is not dead matter, but a 
living Presence, that the soul of man is immortal, that 
the universe is so built and ordered that without any 
peradventure all things work together for the good of 
each and all; that the foundation principle of the world 
is what we call love, and that the happiness of every one 
is in the long run absolutely certain. He claims that he 
learned more within the few seconds during which the 
illumination lasted than in the previous months or even 
years of study, and that he learned much that no study 
could ever have taught.’’ 
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_The sensory vividness of this experience, the 
like of which had never previously occurred to 
him, was so marked and the feeling of insight 
and knowledge of the Cosmos so great that 
Bucke regarded it as an actual glimpse into the 
mind of the Cosmos, not as a supernatural 
phenomenon but as an achievement of a special- 
ly endowed and specially developed person- 
ality. He made a study of similar phenomena 
in the lives of a number of other historical 
figures, most of whom were deeply religious 
and mystical, and set forth his conclusions and 
historical data in his most remarkable book, 
‘‘Cosmie Consciousness’’. 

If he had been a little more critical and ob- 
jective in his attitude, and if he had realized 
there were related phenomena, such as the feel- 
ings of the partially intoxicated individual, the 
occasional effects of anesthetics, and the states 
of elation achieved in religious conversions, he 
might have come to different conclusions. And 
while we cannot agree with his conclusions, 
nevertheless we admire the brilliance of his 
thinking, the fine literary qualities, and the de- 
scriptive and historical data he collected in this 
presentation. It is definitely a rung in the 
ladder leading to a fuller knowledge of unusual 
mental mechanisms. 

Bucke became one of the coterie of disciples 
that gathered about Whitman. He wrote and 
spoke in defense of Whitman who was bitterly 
persecuted for his unusual and radical views as 
expressed in ‘‘Leaves of Grass’’. He became 
the St. Paul of the new religion, even going so 
iar as to imitate the rather unusual garb of 
Whitman. . 

I am not aware that Bucke ever put in writing 
his opinion of Osler (although Whitman dis- 
liked Osler’s attitude), but they had corres- 
pondence from time to time. In Whitman’s 
serious illness from 1886 to 1888, at which time 
Osler was in Philadelphia and Whitman in 
Camden, just.across the Delaware River, Bucke 
asked Osler to assume the treatment of Whit- 
man, advising Whitman that Osler was the most 
competent physician available. We have, how- 
ever, Osler’s comments on and opinion of Bucke 
as related in Cushing’s biography :* 


‘¢That evening at the Club after dinner I opened the 
volume of ‘Leaves of Grass’ for the first time. Whether 
the meat was too strong, or whether it was the style of 
cooking—’twas not for my pampered palate, accustomed 
to Plato and Shakespeare and Shelley and Keats. This 
has been a common experience; even Dr. Bucke acknowl- 
edging that ‘for many months I could see absolutely 
nothing in the book’, and would even ‘throw it down 
in a sort of rage’. Whitman himself has expressed this 
feeling better than anyone else, speaking of his ‘strange 
voice’, and acknowledging that critics and lovers of 
poetry may well be excused the ‘chilly and unpleasant 
shudders which will assuredly run through them, to their 
very blood and bones’ when they first read him, and 
exclaim: ‘If this is poetry, where must its foregoers 
stand?’ . . At this time, of the two men, Bucke 
interested me more. Though a hero-worshipper, it was a 
new experience in my life to witness such an absolute 
eee Where my blurred vision saw only a fine old 
man, full of common sense and kindly feelings, Bucke 
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felt himself in the presence of one of the world’s great 
prophets. One evening after dinner at the Rittenhouse 
Club with Dr. Chapin, Dr. Tyson, Dr. J. K. Mitchell and 
a few others who I knew would appreciate him, I drew 
Bucke on to tell the story of Whitman’s influence. It 
was an experience to hear an elderly man—looking a 
venerable seer—with absolute abandonment tell how 
‘Leaves of Grass’ had meant for him spiritual enlighten- 
ment, a new power in life, new joys in a new existence 
on a plane higher than he had ever hoped to reach. All 
this with the accompanying physical exaltation expressed 
by dilated pupils and intensity of utterance that were 
embarrassing to uninitiated friends. This incident illus- 
trates the type of influence exercised by Whitman on his 
disciples—a cult of a type such as no other literary man 
of our generation has been the object. . .’’ 


How shall we describe Bucke’s personality? 
In terms of intelligence it was fully the equal 
and possibly superior to Osler’s. But it was a 
different kind of intelligence, having more 
vision and less logic than Osler’s. Whereas 
Osler’s intelligence might be called deductive 
and practical, Bucke’s was intuitive and ab- 
stract. Osler’s intellectual products were built 
carefully and orderly and reasonably and at 
close range. Bucke was more the philosopher, 
dealing with tremendous ideas and concepts, 
and because of his marked subjectiveness and 
‘will to believe’’, as contrasted with Osler’s ob- 
jectiveness, he sometimes came to conclusions 
somewhat illogical. That he is capable of pro- 
foundly logical reasoning, however, is shown in 
certain chapters of his book ‘‘Man’s Moral 
Nature’’, where he deals with demonstrable 
settings rather than theories. 

Bucke was a man of few close friends; in- 
tensely individualistic, opinionated, mystical, 
deeply, if unorthodoxly, religious. His experi- 
ence of ‘‘Cosmic Consciousness’’ gave him the 
feeling of being set apart and more highly de- 
veloped than most humans. The depth of his 
religious and cosmic feeling must have hindered 
the development and expression of humour. 
Two of his contemporaries who knew him in- 
timately tell me they never knew him to make 
a joke or to show any interest in humorous 
situations. His son-in-law, Dr. Seaborn, feels 
that he had a well-developed sense of humour 
although perhaps it was only rarely displayed. 
Contrast this with Osler’s bubbling humour and 
tendency to practical jokes throughout life. 

Aside from these aspects of Bucke’s per- 
sonality, he appears to have been definitely 
more introverted than Osler. Berman would 
probably say that the chief endocrine difference 
would be a more active and dominant posterior 
pituitary in Bucke, accounting for his deep re- 
ligious and emotional attitudes, at times obscur- 
ing and over-shadowing an excellent anterior 
pituitary. 

I do not know to what extent Bucke and Osler 
associated or how often their paths crossed. 
During Whitman’s illness they met on several 
oceasions and consulted together. Several such 
references are made in Harned’s, ‘‘In re Walt 
Whitman’’. I have also quoted Osler’s com- 
ments on Bucke and Whitman. They probably 
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met on various other occasions, especially at 
medical gatherings. Nor do I know to what 
extent they corresponded, but I am fortunate in 
having six short notes from Osler to Bucke, 
loaned to me for this occasion by his son, Mr. 
Harold Bucke. There is no doubt they respected 
each other highly, not over-valuing each other, 
and certainly not over-valuing their own worth, 
great as it was. The six notes from Osler to 
Bucke are as follows: 


Baltimore, April 17th, 1899 
Dear Bucke:— 


I shall be delighted to subscribe for a copy of Notes 
and Fragments. I hope you are keeping well. I haven’t 
heard of you for a long time. 


With kind regards, 
Sincerely yours, 
(Sgd.) Wm. Osler. 
Baltimore, Sept. 15th, 1899 
Dear Bucke :— 


I enclose the five dollars, though I have not yet seen 
the Fragments, as I have only just returned this morn- 
ing. I found several very enthusiastic Waltites in 
England. 


I hope you are well and happy, 
Sincerely yours, 
(Sgd.) Wm, Osler 
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Baltimore, Nov. 19th, 1900 
Dear Bucke:— 
No, unfortunately, I cannot get the whole discourse. 


I haven’t even got a copy of it myself. It is one really 
of rare beauty. 


If you hear of anything good in any of the early 
Whitman editions let me know. 
Sincerely yours, 
(Sgd.) Wm. Osler 


Baltimore, Dec. 10th, 1900 
Dear Bucke:— 

Very glad you are going to get out but not out of 
your Cosmic Consciousness. I shall be very glad indeed 
to subscribe for a couple of copies, one for myself, and 
one for the McGill Library. 

Sincerely yours, 


(Sgd.) Wm. Osler 


Baltimore, Feb. 9th, 1901 
Dear Bucke:— 


Glad you liked the paper in the Sun. Dana is to 
reprint all of the articles in book form at an early date. 


Sincerely yours, 


(Sgd.) Wm. Osler 
How is your C. C? 


One of the brief notes I have read to you 
from Osler to Bueke comments on the beautiful 
dedication which opens ‘‘Cosmie Conscious- 
ness’’. Both of these men suffered the loss of 
a very dear son in their advancing years. Both 
bore the loss bravely, although the death of 
Revere, killed in action, broke Sir William’s 
heart, and made it hard for him to carry on 
with his accustomed cheerfulness. Cushing 
quotes Osler’s entry in his diary when news of 
his son’s death was received :° 


‘‘T was sitting in my library working on the new 
edition of my textbook when a telegram was brought in, 
‘Revere dangerously wounded, comfortable and conscious, 
condition not hopeless.’ I knew this was the end. We 
had expected it. The Fates do not allow the good 
fortune that has followed me to go with me to the grave 
—call no man happy till he dies. The War Office tele- 
phoned me at 9.00 in the evening that he was dead. A 
sweeter laddie never lived, with a gentle loving nature. 
He had developed a rare taste in literature and was 
devoted to all my old friends in the spirit—Plutarch, 
Montaigne, Browne, Fuller, and above all Isaak Walton, 
whose COMPLEAT ANGLER, he knew by heart and 
whose ‘Lives’ he loved. We are heart broken, but thank- 
ful to have the precious memory of his loving life.’’ 


Bucke’s loss is recorded in the dedication re- 
ferred to5— 


**Dear Maurice: 


‘*A year ago today, in the prime of youth, of health 
and strength, in an instant, a terrible and fatal 
accident, you were removed forever from this world in 
which your mother and I still live. Of all young men I 
have known you were the most pure, the most noble, the 
most honourable, the most tender-hearted. In the busi- 
ness of life you were industrious, honest, faithful, intel- 
ligent and entirely trustworthy. How at the time we 
felt your loss—how we still feel it—I would not set down 
even if I could. I desire to speak here of my confident 
hope, not of my pain. I will say that through the experi- 
ences which underlie this volume I have been taught, 
that in spite of death and the grave, although you are 
beyond the range of our sight and hearing notwith- 
standing that the universe of sense testifies to your ab- 
sence, you are not dead and not really absent, but alive 
and well and not far from me this moment. If I have 
been permitted—no, not to enter, but—through the narrow 
aperture of a scarcely opened door, to glance one instant 
into that other divine world, it was surely that I might 
thereby be enabled to live through the receipt of those 
lightning-flashed words from Montana which time burns 
only deeper and deeper into my brain. 

> £*Only a little while now and we shall be again 
together and with us those other noble and well-beloved 
souls gone before. I am sure I shall meet you and them; 
that you and I shall talk of a thousand things and of 

















188 





that unforgetable day and of all that followed it; and 
that we shall clearly see that all were parts of an infinite 
plan which was wholly wise and good. Do you see and 
approve as I write these words? It may well be. Do 
you read from within what I am thinking and feeling? 
If you do not know how dear to me you were while you 
yet lived what we call life here and how much more dear 
you have become to me since. 

‘¢Because of the indissoluble links of birth and 
death wrought by nature and fate between us; because 
of my love and because of my grief; above all because 
of the infinite and inextinguishable confidence there is 
in my heart, I inscribe to you this book, which, full as it 
is of imperfections which render it unworthy of your 
acceptance, has nevertheless sprung from the divine 
assurance born of the deepest insight of the noblest 
members of our race. 

So long, dear boy, 


YOUR FATHER.’’ 


Osler’s final link with Bucke was a paper he 
prepared on Bucke’s hero, Whitman, his final 
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illness preventing its presentation. Bucke’s last 
paper, likewise uncompleted, dealt with the 
Shakespeare-Bacon controversy. 

So they lived and worked and joyed and sor- 
rowed and finally died, having accomplished 
mightily and having set examples to inspire all 
of us who follow after them. 
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To the Ladies 


We, the Winnipeg women of the Canadian 
Medical Association, wish to extend a message 
to you, the Canadian Medical Association 
ladies throughout the Dominion. We are very 
happy at the prospect of being hostesses to you 
next June, and are most anxious that our 
arrangements for your comfort and enjoyment 
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will meet with success. 


Already, under the 
chairmanship of Mrs. G. 


S. Fahrni, we are 


organized into various committees and have 
many plans tentatively made. 

Now that we are launched into the New 
Year, we should like to tell you what we expect 
of you. 
*“Come’’ 


It can be expressed in one word— 
Soon we shall all be talking of, and 
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planning for summer vacation trips. This 
year, with so many of our usual doors of 
travel closed, Winnipeg, and the meeting of 
the Canadian Medical Association in June 
would seem to offer the ideal solution. Winni- 
peg, the traditional gateway to the West, was 
never more open nor more welcoming. We do 
hope that in June, in very fact, all roads will 
lead to Winnipeg and be travelled by all 
members of the Canadian Medical Association, 
accompanied, of course, by their wives. 

By next month’s issue of the Journal, we hope 
to submit our program to you. In the mean- 
time, keep as the motif for your summer’s plans 
—‘C.M.A. in Winnipeg in June’’. 





First Canadian Division Medical Society 


Readers of the Journal have already been 
advised of the formation in England of the First 
Canadian Division Medical Society. Colonel E. 
A. McCusker, A.D.M.S. of the Division, in a 
letter to the General Secretary, has the following 
to say : ‘‘Our Society is now functioning smooth- 
ly, and I feel great benefit is being derived from 
it. Meetings are being held from time to time 
with papers being presented by a number of out- 
standing members of the profession.”’ 

Colonel McCusker goes on to say that a start 
has been made towards the establishment of a 
small lending library. Further volumes are 
necessary, and the Society would like to have 
current medical journals and year. books. If 
any of our members find it convenient to send 
either journals or year books to the First Cana- 
dian Division Medical Society, they may be 
assured that such action will be highly appre- 
ciated by that Society. T. C. RoutLey 


The Gar 


The Work of a London Emergency Blood 
Supply Depot 
By O. M. Souanpr 
Director of S.W. London Blood Supply Depot 


Almost a year before war broke out the 
Ministry of Health began to make plans for 
the supply of blood for transfusions in the 
event of air raids on London. The Medical 
Research Council was asked to organize the 
blood supply for the London District. There 
was a long discussion as to whether the blood 
supply organization should be centralized in a 
few places or whether each hospital should have 
its own donor panel and do its own bleeding. 
It was eventually decided that four large 
depots should be set up, to supply as much as 
possible of the blood which would be needed in 
an emergency. They were all ready for action 
at the outbreak of war and have continued 


their work ever since. It is only in the last 
few months that the depots have had their first 
real test and there is now no doubt that their 
existence has been amply justified. 

Under the Emergency Medical Service the 
London Area was divided into 10 sectors. A 
Blood-transfusion Officer was appointed in 
each sector, to co-operate with the nearest 
depot in ensuring an adequate blood supply to 
all sector hospitals. The work of the sector 
officers has varied greatly in different sectors. 
In some, remote from a depot, complete ar- 
rangements for local blood supply have been 
made, and the depot is only called upon in a 
major emergency. In other sectors the work 
of the Blood-transfusion Officer has been en- 
tirely taken over by the depot. There has been 
close co-operation between depot and sector 
officers, and the dual arrangement has resulted 
in a very complete transfusion service. 

The work of the depots can best be de- 
scribed by giving an account of a typical depot, 
such as the S.W. Depot. This depot was 
originally intended to supply blood to the hos- 
pitals of Sectors 8 and 9 under the Emergency 
Medical Service. These two sectors include 
South-West London and the whole of Surrey. 
The sectors are based on St. Thomas’s and 
King’s Hospitals, respectively. In this area 
there are more than 75 hospitals. In addition, 
the depot has recently taken over the responsi- 
bility for blood supply in Sussex, which includes 
a further 34 hospitals. 

Enrolment of donors.—The Depot now has a 
panel of over 50,000 donors located in the 
outer suburbs of London and in towns and 
villages as far as 40 miles from the city. These 
have all been enrolled and grouped by the 
Depot staff. The enrolment of donors con- 
tinues all the time, to make up for those who 
move away, and in order to have a widely 
scattered donor panel in case war conditions 
should make bleeding impossible in the area 
immediately around London. 


Bleeding of donors.—About 600 to 700 donors 
have been bled each week since serious air 
raids began. About 40 per cent of this number 
are bled at the Depot and the remainder at out- 
lying bleeding centres. The donors are usually 
ealled up by post-card. Should donors be 
needed urgently arrangements have been made 
for getting them from nearby factories within 
a few minutes. In most cases the reserve stock 
of blood has proved adequate to meet all emer- 
gencies. It has never yet been necessary to 
bleed at night and rarely on Sundays. This is 
one great advantage of the depot system, par- 
ticularly when night transport for donors is 
made very difficult and even dangerous by the 
blackout and the barrage. 

Bleeding is done by a simple gravity method 
into the standard M.R.C. blood bottle. This is 
a modified pint milk bottle. In most cases a 
very large needle is used. If the veins are 
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small a smaller needle is used and suction ap- 
plied to the air outlet on the bottle. The 
doctors who do the bleeding have become so 
expert that they rarely fail to get a full bottle 
of blood in more than 2 eases in 100, even 
though no attempt is made to select donors who 
have good veins. The anticoagulant used is 
100 ¢.c. of 3 per cent sodium citrate to which 
is added 10 ¢.e. of 30 per cent glucose, and 430 
e.c. of blood is taken from each donor. 

After being bled the donor rests for at least 
15 minutes and is given a cup of tea or coffee. 
Donors are not bled oftener than once in three 
months, and the interval is usually nearly six 
months because so many donors are available. 
Donors are usually agreeably surprised by the 
simplicity of the procedure, and the response is 
always better among donors who have been 
bled once than among those who do not know 
what they are in for. About one donor in fifty 
faints, and oceasionally very severe vaso-vagal 
attacks are seen. Fortunately, recovery is 
always rapid, and the donor is usually keen to 
come again in spite of advice to the contrary. 

Preparation of blood.—_Immediately after col- 
lection the bottle of blood is taken to the 
laboratory where the bleeding set is removed 
and a sterile screw cap put on. The blood is 
then put into a refrigerator where it is stored 
at 4 to 6° C. until required. When bleeding 
away from the Depot a small cubicle is carried 
for sterile capping and a refrigerator truck is 
used to store the blood and transport it to the 
depot. 

At the end of the bleeding of each donor a 
sample of blood is put into a small test tube 
strapped to the side of the bottle. This sample 
is used for the performance of a Kahn test and 
for re-grouping. No blood is released for dis- 
tribution until the results of these tests have 
been reported. 


At the time of enrolment the donors are 
grouped by the simple slide method, using un- 
diluted blood and serum with a titre of not less 
than 1/64, The re-grouping of the blood after 
bleeding is done by a dilution method in small 
test tubes. If this test does not agree with the 
original one the test is repeated. This great 
care in grouping is necessary because almost all 
the blood sent out is ‘‘Universal Donor’’ 
(Group O), and is given without cross-match- 
ing. No error in grouping has yet been de- 
tected or even suspected. 

Storage of blood.—The blood is stored in a 
large refrigerator where the temperature is 
carefully controlled at 4 to 6° C. With the 
addition of glucose the blood can be safely used 
up to three weeks, but it is not recommended 
that it should be used after more than two 
weeks except in an emergency. Experiments 
have shown that the survival of the transfused 
cells in the recipient is almost as good with 
blood stored less than two weeks as with fresh 
blood. When the demand for blood is fairly 


large it is possible to keep a stock of 150 to 200 
bottles of group O blood on hand all the time 
and yet have none of it over a week old. 

Delivery of blood.—In the early days of the 
war each hospital was given a stock of blood 
which was replenished from time to time. 
This resulted in great wastage of blood and in 
the use of old blood which had often been 
stored under far from ideal conditions. Hos- 
pitals are now encouraged to keep a stock of: 
plasma or serum for emergency use, and to 
phone for blood as soon as casualties arrive. 
This plan has greatly diminished the wastage 
of blood and has proved very satisfactory. A 
night and day delivery service is maintained 
with a fleet of light vans, and blood can be de- 
livered to the majority of the hospitals served 
within an hour. Arrangements have been made 
for the distribution of blood to sub-depots if 
the telephone service is seriously disrupted. 

Supply of transfusion equipment.—One of the 
most important services rendered by the Depot 
is the supply of equipment for giving blood. A 
very satisfactory giving set has been devised 
and is distributed with the blood. Each one is 
sent out in a tin box, sterile, and ready for use. 

Many different patterns have been tried, but 
the present model which incorporates a gas- 
mantle filter has proved to be far the best. 
More than 3,000 of these sets have been dis- 
tributed. After use they are returned to the 
Depot for cleaning and re-sterilization. The 
Depot has also supplied bleeding equipment to 
many hospitals for. use if the Depot should be 
put out of action. 

High titre grouping serum is produced for 
local use and is also available for hospitals. 
The work involved in the preparation of all 
this equipment and also the bleeding equipment 
used in the Depot is very considerable. In an 
average week there are more than 1,000 needles 
to be sharpened. 


Plasma.—The depots began the preparation of 
plasma early in 1940. It was soon found that 
it was impossible to produce a uniformly 
sterile product under the conditions found in 
the depots and in most hospitals. Attempts 
were made to filter the plasma without caus- 
ing clotting. A fairly satisfactory technique 
has been devised by the Wellcome Laboratories 
and the Army Blood Transfusion Service, and 
since that time several thousand bottles of 
sterile filtered plasma have been prepared and 
distributed. The plasma is pooled before filtra- 
tion and the finished product has a negligible 
agglutinin content. The filtered plasma keeps 
well at room temperature and has proved very 
satisfactory in the treatment of shock. Even 
in eases of pure hemorrhage it gives excellent 
immediate results until blood can be delivered. 

Filtered plasma tends to clot in the cold and 
the filtration process is tedious and costly. 
Serum ean be handled much more easily, and if 
the present view that serum is equally satis- 
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factory in the treatment of shock is confirmed 
it seems likely that serum will largely replace 
plasma. 

Dried serum.—The Medical Research Council 
Serum Drying Unit at Cambridge has received 
almost its entire supply of serum for drying 
from the four London Depots. The output of 
this plant has been widely used in many hos- 
pitals and especially by the services. Dried 
serum keeps indefinitely and is much more 
portable than the liquid product. It has proved 
very valuable in the treatment of shock and 
especially in burns where it can be given in 
greater than normal concentration to reduce 
cedema. 

Mobile resuscitation unit—The depots were 
originally concerned solely with the supply of 
blood and had no part in the giving of trans- 
fusions. However, during the clinical trial of 
fresh and stored blood (Lancet) the depot staffs 
began to give transfusions, and this side of the 
work has since been considerably extended. 
Experience in air raids soon showed that many 
of the smaller hospitals were in great need of 
assistance in the resuscitation of badly shocked 
casualties. The depot now maintains a day and 
night transfusions service, with never less than 
one doctor ready to go out and give transfu- 
sions and to supervise the resuscitation of cases 
of shock. In addition, many transfusions are 
given to ordinary civilian patients. The depots 
are gradually building up a reputation for care- 
ful transfusion technique and are. frequently 
called upon to transfuse specially difficult 
cases. 


INVESTIGATION 


The tremendous quantities of blood handled 
by the depots have presented unique oppor- 
tunities for the investigation of problems re- 
lated to blood and blood transfusion. Unfor- 
tunately the pressure of routine work has made 
it impossible to take full advantage of these 
opportunities, but a significant amount of re- 
search is being done. Any lull in the bombing 
of London will result in a very great increase 
in the time spent in research. Papers have 
already been published from the depots on 
transfusion equipment, changes in stored blood, 
improved methods of blood storage, and the 
survival of transfused erythrocytes. Investiga- 
tions are in progress at the Sutton Depot on 
the venous pressure changes in shock, hemor- 
rhage and following transfusion; on the effect 
of pooling on the agglutinin-content of plasma ; 
on the survival of transfused erythrocytes fol- 
lowing storage in various solutions; and upon 
the hemoglobin changes in donors after bleed- 
ing. It is hoped that this side of depot activity 
will be expanded in the future. However, the 
primary duty of the depot is, and always will 
be, to have an adequate supply of blood, 
plasma, serum and transfusion equipment im- 
mediately available wherever casualties occur. 
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RESULTS 
Some idea of the scope of the activities of 
the depot can be obtained from the following 
figures which show the work done in Septem- 
ber, 1940, a typical month of full activity. 


GI a's nt en tdecsvaaseetine 1,440 
SE 6c cttecks dcnadawawnwes 5,060 
SRN SUNS oor ccncnecnscasiense 2,606 
Bottles of blood obtained ............. 2,524 
Bottles of blood sent to hospitals ...... 904 


used for preparation of plasma at 


Wellcome Laboratories ..... 913 
used for preparation of serum for 
GEYMS vin cccsncdeandssnens 386 
Bottles (540 ¢.c.) of plasma distributed 
OD: DINE | dc cacdcncadecadisscunae 471 
Bottles (200 c.c.) of dried serum distri- 
buted to hospitals ......cscccssecs 214 


Air raids may result in a large number of 
casualties which all arrive at one hospital in a 
very short space of time. It is not unusual for 
a hospital to receive 30 to 50 or more casualties 
within a few minutes. Even the most adequate- 
ly staffed hospital cannot cope with such a rush 
and at the same time call up and bleed a large 
number of blood donors. It is in such emer- 
gencies that the depots have proved indis- 
pensable. In several cases 30 to 50 bottles of 
blood and similar amounts of plasma have been 
delivered to one hospital within a few hours. 
Calls for 20 bottles of blood at one time are not 
at all unusual, and have always been filled 
promptly and without difficulty. 


Future NEEpDs 


As long as there is no great increase in the 
intensity of the attack on London and the Home 
Counties the London Depots will be able to 
cope with the demand for blood, plasma, and 
serum. However, in many areas in England the 
transfusion arrangements are not nearly so 
complete and supplies may not always be 
available if the demand is heavy. This is 
especially true of plasma and serum. Canada 
can help by sending over plasma and serum, 
preferably dried, for use in those districts not 
already supplied. 

The London donors have shown a magnificent 
disregard of personal safety in coming to be 
bled in spite of air raids. Even in the heavily 
bombed districts there has been no decline in 
donor response. Many donors have come to be 
bled within a few hours after the destruction 
of their home by a bomb. All Canadians will 
welcome the opportunity of giving their blood 
to help the civilian population in England and 
the men of the Canadian Expeditionary Force. 





Training of Doctors for Aviation 
Medicine Needed 


Speeding up mass production of aircraft for 
national defense will be of little use unless a 
large number of doctors trained for aviation 
medicine are available. 
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‘‘All of the major conflicts since the last 
World War have demonstrated the fact that 
the air arm is not only the first to be engaged, 
but that it is likely to be the deciding factor 
in any struggle. This means that the air arm 
must be at full strength in men and materials 
at the beginning of hostilities and remain so 
until hostilities have ceased. 

‘“While the difficulties of mass production of 
aircraft are generally known, few persons 
realize that the mass training of pilots is even 
a more difficult one. 

‘‘The initiation of pilot selection and train- 
ing must await the organization and training 
of properly qualified medical personnel. If 
this vital function is to be properly performed, 
the necessary number of civil physicians must 
be selected, organized, and trained before an 
emergency exists. 

‘‘The present-day air foree is not, as it 
formerly was, a small auxiliary arm of the 
service, but is of major importance and size, 
and consequently requires a much larger com- 
plement of medical personnel than heretofore. 
For this reason alone, if for no other, a large 
number of civil physicians should familiarize 
themselves with the fundamental principles of 
aviation medicine to the extent that is neces- 
sary for our national defense.’’—H. G. Arm- 
strong, The Diplomate, 1940, 12: 247. 





A New Treatment Highly Suited for Wounds 
of Modern Warfare 


The closed method of treating compound 
fractures and infected wounds by the applica- 
tion of plaster of Paris casts is particularly 
suitable under the condition of modern warfare 
with its numerous civilian casualties from 
aerial bombardment. 

In contrast to the use of chemicals to kill the 
bacteria, which was employed during the war 
of 1914-1918, the closed plaster method is 
based on the principle of rest for the injured 
part and on the ability of the body to resist 
bacterial infection. This principle, introduced 
after the first World War by Baer, of Balti- 
more, and H. Winnett Orr, Lincoln, Neb., was 
tested by Orr in the use of the closed plaster 
method in civilian practice. He obtained good 
results with the method in from 85 to 90 per 
cent of compound infected fractures. 

‘‘The essential feature of the method is the 
complete immobilization of the soft tissues. 
No attempt is made to kill the organisms by 
external agents. The reliance is placed entirely 
on the ability of‘the body to resist bacterial 
infection. 

“The first large scale experiment in the ap- 
pliance of these principles was made possible 
in the Spanish war. There, chiefly owing to the 
enthusiasm of J. J. Trueta, chief surgeon of 
the General Hospital of Catalonia, the method 
was adopted in the medical service of the re- 
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publican army. The total number of cases 
treated was 20,000. The incidence of gas gan- 
grene and of other infections fell so definitely 
that foreign surgeons who came to Catalonia 
at the later stages of the war were led to be- 
lieve that the soil of Spain contained no 
anaerobes. 

‘‘The method, as described in Trueta’s re- 
cent monograph, is carried out in the following 
manner. Surgical treatment is undertaken as 
soon after occurrence of the fracture as 
possible; with the patient anesthetized, thor- 
oughly wash the entire extremity and the 
wound with soap and water and a nail brush, 
shave all hair and paint the surrounding skin 
with a weak solution of iodine; excise the skin 
edges of the wound, remove all contused 
(bruised) tissue and widen the wound; excise 
carefully and unhesitatingly all non-viable 
muscular and cellular tissues; open up the 
neighbouring cellular surfaces affected by con- 
tusion, always keeping in mind the need for 
adequate drainage; remove all foreign ma- 
terial; reduce the fracture by traction on an 
orthopedic table; dress the wound with sterile 
gauze and immediately immobilize with plaster 
including the two adjoining joints if possible. 
The plaster is applied according to the method 
of Bohler directly to the skin, only the bony 
prominences being padded; administer 3,000 
units of tetanus antitoxin. It is not permissible 
to cut a window in the east, since this deprives 
the soft tissues of much needed immobilization. 
‘It can be observed,’ says Trueta, ‘that the 
tissues swell into the gap in the plaster and 
their healing power is correspondingly weak- 
ened.’ This is in essence Orr’s treatment, with 
a single exception, namely that Trueta employs 
dry gauze as dressing for the wound instead of 
Orr’s petrolatum pack. The plaster is left in 
position as long as the smell is not excessive 
and the plaster has not become soft and wet. 
It may be left in position for from four to six 
weeks and then replaced and left in position 
until such time as the fracture has healed. 


‘‘In Trueta’s own material there were 1,073 
eases of compound fractures of the limbs, most 
of them war wounds. There were 6 fatalities, 
976 good or satisfactory results and 91 poor 
results. Trueta expresses the belief that no 
other treatment could have enabled them to 
alleviate for so many victims the horrors of 
war and air raids. Dr. Rudolph Matas, who 
had an opportunity to observe the method in 
the Catalonian war zone, writes: ‘I had an op- 
portunity to see several plaster encasements re- 
moved from arms and thighs after they had 
been in situ for from fifteen to twenty-one days. 
The stench of the soiled encasement was 
nauseating. A magma or mush of decompos- 
ing pus and wound secretions covered the 
surface of the wound under the plaster band- 
age. But after washing this off with warm 
water and soap, and when the packs were re- 
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moved, I was surprised to see the excellent, 
healthy, pink, well granulated appearance of 
the wound, coupled with a very satisfactory 
condition of the patients—no fever, no pain, 
good appetite. This was indeed a revelation I 
did not anticipate.’ Matas quotes Dr. Jiméno, 
of Banolas, under whose direction there were 
treated 6,000 fractures, of which 500 were frac- 
tures of the femur, with a mortality for the 
total group of 3.2 per cent. There was only 
one case of gas gangrene, and this had appeared 
before admission to the hospital. 

‘‘The rationale of treatment is based on the 
following considerations: (1) Rest allows local 
veins and capillary thrombi to form. These 
prevent and delay the spread of infection and 
are not broken down by repeated handling. 
(2) Rest allows new eapillaries to form which 
are not torn down by repeated dressing of the 
wound. (3) The plaster maintains a constant 
beneficial pressure on the wound; the calcium 
in it may be of local value, much as the calcium 
gluconate exuded by the maggots according to 
Stewart. (4) The mixture of organisms on the 
wound may by their mutual antagonism pre- 
vent the victory of any one group. (5) To 
leave a deep wound uncovered produces de- 
hydration and loss of heat leading to a condi- 
tion of shock. The success of the method 
depends in a large measure on a thorough 
understanding of the underlying principles and 
rigid adherence to a meticulous technique. ‘It 
is fallacious to believe,’ warns Trueta, ‘that it 
suffices to enclose a wounded limb in a plaster 
of Paris cast to achieve the benefits of closed 
treatment.’ He emphasizes that the method 
should be employed by those qualified by train- 
ing to plan and undertake the first stages of 
the technique, which are purely surgical.’’— 
J. Am. M, Ass., Editorial, 1940, 115. 





Remarks on the Orr-Trueta Treatment 


The general principles underlying this treat- 
ment are. 

1. No washing or cleansing other than re- 
moval of clothing and gross bits of dirt by 
forceps. The use of cleansing agents, 1.€., soap, 
gasoline, ete., is contraindicated because it 
makes the dirt soluble and it may further con- 
taminate the wound. Paint the skin with iodine 
up to 4 inch of the edge of the wound. 

2. Excise the skin edges 44 inch only, remov- 
ing any portions of skin that are so badly 
damaged that they may not likely recover. 

3. Enlarge the wound above and below the 
wound in the line of length of limb. This must 
be done adequately because as the missile goes 
through muscle the cut ends retract and, de- 
pending on the number of fibres cut, may 
retract considerably. It is common for a punc- 
ture wound of the calf, to enlarge an original 
opening 14 inch to 6 or 10 inches. Then excise 
all lacerated and damaged muscle and fascia. 
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Do this with a curved scissors and save much 
time. The missile can usually easily be 
located by either direct vision, because ade- 
quate incision of the wound should expose the 
bomb splinter. If any difficulty is experienced 
then one can use the wireless technique (at- 
taching the aerial of a wireless set to a dia- 
thermy needle) and when the bomb splinter is 
touched, the wireless set gives out interference 
noises; or leave it alone. 

4. Do not tie any vessels (except very large 
ones like the radial artery, ete.), nor must any 
catgut be left in the wound. Catgut is dead 
tissue and must not be left in wounds. There 
is no need for deep sutures; in fact these are 
against the whole principle of leaving behind 
no dead tissue whatever. 

5. Close the skin if this can be done without 
tension, otherwise leave open. 

6. Dress with a few pieces of gauze on which 
is dusted sulfanilamide powder, 5 to 15 grams; 
then skin-tight plaster with adequate fixation 
of the joints above and below the wounds, (for 
calf wounds—from groin to toes). 

The results are nothing short of wonderful. 
The reasons are, I believe, (a) complete re- 
moval of dead and damaged tissue does not 
leave anything for organisms to live on. Viru- 
lent B. Welchui can be injected with impunity 
into a normal thigh. (b) Complete rest by 
plaster (skin-tight is the only plaster that 
gives absolute rest), gives the natural defenses 
a much better chance. (c) Plaster fixation 
prevents nurses and doctors from looking at 
the wound, disturbing the delicate growing 
tissues, but prevents them from breathing or- 
ganisms into the wound. (d) Some other 
mechanisms are at work and only guessing is 
possible about their action, 1.e., some think that 
the calcium in the plaster is beneficial. Others 
talk about antibacterial substances being formed, 
ete. 

I am so converted that nowadays we are 
treating all fingers damaged in the factories on 
these principles. The results are so superior 
to the old ones that they convince one in a very 
short period, e.g., a badly crushed and shattered 
finger that many people would consider fit for 
primary amputation can be dealt with satis- 
factorily by this method. 

Very little plastic surgery is indicated. I 
have not yet had to graft, although in two 
eases I did graft to determine in my own mind 
whether this procedure helped. I am convinced 
that it did not. 


Excision of gas gangrene ecases—one excises 
all muscle that is brick red or does not contract. 
Perhaps our eases were mild ones, perhaps they 
were dealt with early, perhaps chemotherapy 
has altered the outlook. But all five cases have 
good useful limbs. Twenty tablets M and B 
693 is the first dose along with 100,000 units 
of anti-gas serum; the wound is left widely 
open and dressed with hydrogen peroxide. In 
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ten days the wound is so clean that a closed 
plaster can be applied, although I rather think 
I stand alone in this opinion. All five cases 
occurred in patients dealt with by general sur- 
geons ; none of the wounds had been adequately 
excised nor dressed with sulfanilamide powder, 
nor eneased in plaster. One case was a small 
forearm wound that was so small as to not be 
considered worth while dealing with. 

Not a single case that I have dealt with in 
the first place has given any trouble, and I long 
since lost tract of the number I have done. In 
one ease I excised almost all of the hamstrings 
and when I finished there was an area of skin 
missing about 10 by 5 inches. This completely 
healed in a hip spica in eight weeks. One pads 
a hip spica around the pelvis for comfort, but 
below the groin, no padding. This case has 
certainly a very wonderful limb, weak in ham- 
string power, but developing trick movement 
with his adductors. The man went back to 
work three and a half months after his injury, 
a compound fracture of the femur. 

I feel strongly that shortening following 
fracture cannot be excused. Pin extensions are 
frequently necessary unless the fracture is 
transverse, and my routine is—Steinman pin 
through the crest of the tibia for three weeks; 
Kirschner wire through the lower end of the 
femur, three weeks; hip spica six weeks—and 
no non-union yet! 

Another point. Where one has not been able 
to close the skin I often get the patients walk- 
ing with a Bohler iron long before the wound 
has healed. It seems to not interfere at all. 

Nowadays, we enclosed the whole plaster 
when it begins to smell in a black cloth cover 
(I do not know what this material is but it is 
an official secret, anyway) and one can often 
leave the original plaster on until the wound 
is healed. On removing the plaster one almost 
has to wear a gas mask. 

The treatment of shock is getting more 
scientific. If the red blood cell count is up 
give plasma; if down give blood. Morphia, 
heat cages, raising the foot of the bed, oxygen 
when cyanosis is present—all these things 
enable us to get cases to the theatre before the 
six hours’ limit is reached. 

My standby for chemotherapy is M and B 
693 by mouth; usually 4 tablets to start with; 
then 2 every 4 hours for 48 hours; then 1 three 
times a day for two or three days.—(Corre- 
spondence from L. W. Plewes, M.A., M.D., 
F.R.C.S.(Edin.), Orthopedic Surgeon, Luton, 
England.) 





The Schafer Method of Artificial Respiration 


The Royal Life Saving Society recently as- 
sembled a number of London medical officers of 
health and others for a demonstration of the 
Schafer method of artificial respiration, a 
method in which the closest attention to detail 
may make the difference between resuscitation 
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and death. The matter is the more important 
because of the great liability to asphyxiation 
during air attack; the blast of air created by 
high-explosive shells on bursting may knock 
people breathless without actual wounding. 
Waves of intense smoke from burning build- 
ings, escaping gas from broken pipes, and short- 
circuiting of electric cables may produce 
casualties which eall for artificial respiration. 
The principle of the Schafer operation was de- 
scribed by Mr. George Rew, the society’s offi- 
cial lecturer, as the transference of the weight 
of the trunk of the operator from his heels to 
his straight arms, his hands being on the small 
of the patient’s back with the patient in the 
prone position. No other muscular effort was 
needed. The movements necessary for the 
complete cycle of expiration and inspiration 
should occupy five seconds, two seconds being 
taken up by pressure (for expiration), in which 
the operator swung slowly forward so that the 
weight of his body was conveyed to his hands, 
and three seconds by relaxation (for inspira- 
tion), in which the operator swung slowly 
backward to his first position so that the weight 
was removed from the hands, which, however, 
remained in place. Inexpert operators per- 
formed the cycle in three seconds instead of 
five, which was quicker than the normal breath- 
ing time of twelve expirations and inspirations 
to the minute. Another fault was to kneel too 
far back on the thighs of the patient so that 
some bending of the arm was necessary, which 
was likely to tire the operator. The one advan- 
tage of the astride method, the lecturer con- 
tinued, was the central approach, the operator 
being directly over the patient, but if the 
operation was long continued in such a position 
the operator was likely to collapse. Schafer 
had experimented with the astride method but 
had not advocated its general use. From a 
position at the side of the patient the manceuvre 
could be carried on for two hours, but in the 
astride position, owing to the strain on the 
ligaments of the widely separated thighs, it 
was impossible to maintain the action for any- 
thing like that time. With the side position a 
relief operator could take over the action from 
the other side without any waiting or breaking 
of the cycle—Brit. M. J., 1940, 2: 234. 





Burns of the Hands and Face 


Last week we reported a meeting of the 
Royal Society of Medicine at which all speakers 
agreed that tannic acid should no longer be 
used as an application for burns of the face, 
hands or feet. The tanning of the tissues, de- 
sirable in the treatment of burns of other parts, 
causes dangerous compression of the blood- 
vessels to the fingers and toes, and by stiffening 
the eyelids may lead to exposure of the cornea. 
We have received anxious inquiries from A.R.P. 
workers as to what should be applied to burns 
on the hands and face. It is understood that 
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the Navy and R.A.F. propose to issue for the 
purpose collapsible tubes of a jelly containing 
1 per cent of gentian violet and 0.02 per cent 
merthiolate. There are, however, objections to 
gentian violet for general use. It is not easily 


obtainable and it does form a coagulum, though - 


a softer one than tannic acid. In E.M.S. hos- 
pitals the application recommended is tulle 
gras; this consists of curtain net with a 2 m.m. 
mesh soaked in soft paraffin 98 parts, halibut 
oil 1 part and balsam of Peru 1 part; it can 
be kept in tin boxes and applied directly to the 
burn. Saline packs can be applied outside it 
and the saline will penetrate the mesh. For 
first-aid antiseptics should be avoided, and cer- 
tainly no antiseptic should be used near the 
eyes. First-aid parties dealing with a burn of 
the face, hands or feet will be best advised to 
apply either tulle gras or plain sterile dressings, 
so that the hospital surgeon will be able to 
make an unhampered diagnosis when he sees 
the case for the first time. There is no objec- 
tion to the use of tannic acid elsewhere on the 
body. A committee is now considering the 
first-aid treatment of burns, and is to announce 
its proposals shortly.—The Lancet, 1940, 2: 655. 





Canadian Hospitality for British Doctors’ 
Children 


Sir,—We, as two members of the B.M.A. who 
on the invitation of friends with relations in 
Canada sent out small sons to that country 
early in July, should appreciate the oppor- 
tunity to express through you our deep appre- 
ciation of the kindness of the Canadian Medical 
Association, which on their arrival made 
arrangements for their reception, and of the 
Canadian Government, which has made itself 
responsible for their welfare while in Canada. 
Our sons soon after they arrived were trans- 
ferred to the home of a leading Toronto doctor, 
where they have received every possible care 
and kindness, and they are very happy. After 
a holiday on the Canadian Lakes they were sent 
to an excellent school. Education in Canada, 
which is maintained by the Government, is 
good, and practically free. We had hoped to 
be able to contribute to their upkeep while in 
Canada through the Government Evacuation 
Scheme, whereby British parents could pay 
according to their means, but learned to our 
disappointment that this could not be allowed. 
It has, however, made no difference to the 
attitude of the children’s hosts, who continue 
to display a generosity almost unbelievable to 
anyone who does not know Canadian people. 

Our purpose in writing this letter is, first, to 
express our gratitude to the Canadian doctors 
and their Government; secondly, because, al- 
though it has been published, the opportunity 
afforded by the Canadian Medical Association 
seems little known to British doctors, and it 
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has occurred to us that there may be medical 
parents in this country whose circumstances 
are more difficult than our own and who would 
be glad to avail themselves of the offer of their 
Canadian colleagues. We are assured in cor- 
respondence that many Canadian doctors would 
be glad to receive the children of British 
doctors into their homes.—We are, etc., 


H. B. Papwick. 
G. A. METCALFE. 
Bedford, Nov. 3. 


(From Brit. M. J., 1940, 2: 687.) 





Letter from Dr. Alfred Cox 


Those of us who have had the privilege of 
meeting Dr. Cox will be interested in the follow- 
ing letter which he has addressed to our General 
Secretary. We, in Canada, wish to echo his 
kindly greetings. 


Henley on Thames. 
My dear Routley: 


War or no war, I cannot let Christmas pass 
without sending a word of greeting to you and 
yours. As one gets older one lives more and 
more in the past, and amongst my most precious 
memories are my visits to Canada and my con- 
tacts with you and your wife. 

You will see I have left London. My work 
finished at the end of September, and as I could 
find nobody who wanted the services of an old 
man I concluded that the best service I could 
render London at such a time was to get out of 
it. Two days after I left my old home was badly 
damaged by a blast from a bomb which struck 
houses opposite. A week later two incendiaries 
tore out a good deal of the top floor on which 
were most of my small possessions, and exactly a 
week after that four more incendiaries made 
even the two lower floors uninhabitable. For- 
tunately, the lady with whom I live had, with 
considerable foresight, taken this tiny cottage 
and I came here and she comes down every night, 
still carrying on in a small flat close by her 
business of teaching languages. 

Here it is comparatively quiet. We get warn- 
ings and occasionally a bomb (none nearer than 
half a mile, so far) and the Boche planes come 
over every night on their way to the Midlands. 
I am well and fit, but still unreconciled to idle- 
ness. It is not easy (as you will find in time) to 
believe that after such a crowded life nobody 
seems to need you. But I suppose it must come 
to all of us sooner or later. I wish it could have 
been postponed in my ease until the war was 
over. 

We have all got our teeth set and feel certain 
that in time we shall come out on top; but it may 
be a long time yet. It is a tremendous comfort 
to us to know that Canada and all the other 
Dominions are solidly at our back and I do hope 
Canada, at the end of it all, will do its share in 
insisting that these brutes who are trying to 
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destroy all our conceptions of common decency 
are treated rough. My ideal is a nice little 
island for Hitler & Co., run on the most ap- 
proved German concentration camp lines, and 
manned entirely by Jews who have been expelled 
from Germany! How they would enjoy the job! 

This is a queer kind of Christmas letter, but it 
must serve, and anyhow you will believe me when 
I say I send my most affectionate greetings to 
you and your family and to any Canadian 
friends who remember me. 

Yours very sincerely, 

November 24, 1940. (Signed) ALFRED Cox 


War Literature 


BritTIisH MEDICAL JOURNAL 


Gas Gangrene (leading article), 1940, 2: 421. 

Examination of the Heart in Recruits, Geoffrey Bourne, 
1940, 2: 442. 

The Treatment of War Burns (leading article), 1940, 
2: 672. 

The Treatment of Burn Shock with Plasma and Serum, 
D. A. K. Black, 1940, 2: 693. 

Treatment of Burns by Silver Nitrate, Tannic Acid, and 
Gentian Violet, James A. Ross and K. F. Hulbert, 
1940, 2: 702. 

A Mobile Field Laboratory, W. Lewin, 1940, 2: 712. 

Antiseptics in Wartime Surgery, A. Fleming, 1940, 2: 
715. 

Surgical Experiences with the B.E.F., C.M. Page, 1940, 
2: 731. 

Inoculation against Enteric Fever 
1940, 2: 748. 

A Mobile Operating Theatre, R. J. Willan, 1940, 2: 752. 

The Treatment of Burns: Tannic Acid versus Saline, 
S. M. Cohen, 1940, 2: 754. 

Closed Plaster Treatment of Wounds (society meeting), 
1940, 2: 800. 

Dyspepsia and the Army (leading article), 1940, 2: 836. 


(leading article), 


CANADIAN MeEpDICAL ASSOCIATION JOURNAL 


Ulcerative Stomatitis and Gingivitis (Trench Mouth), 
F. B. Bowman, 1940, 43: 471. 


CANADIAN PuBLIC HEALTH JOURNAL 


Industrial Health and National Defence, J. G. Cunning- 
ham, 1940,'31: 556. 


THE DIPLOMATE 


General Medical Problems in Aviation, H. G. Armstrong 
1940, 12: 329. 


JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 
Vitamins for War, 1940, 115: 1198. 


THE LANCET 


Infection in the Shelter (leading article), 1940, 2: 455. 

Anesthesia in Chest Injuries, J. Halton, 1940, 2: 675. 

War-time Psychiatry and Economy in Man-power, D. 
Curran and W. P. Mallinson, 1940, 2: 738. 


Books AND PAMPHLETS 


Injuries of the Jaws and Face, with Special Reference 
to War Casualties, W. Warwick James and B. W. 
Fielding, John Bale and Staples, London, 1940, 
price 15s. (rev. in Brit, M. J., 1940, 2: 715). 

Official History of the Australian Army Medical Service, 
Vol. 2. (Obtainable from the Australian Trade 
Commission, 15 King St. W., Toronto, price 21s.) 

Surgery of Modern Warfare (H. Bailey, Editor), E. & 
S. Livingstone, Edinburgh, 1940, price 12/6. 


It is said, and, we think, with much truth, that 
the British are able to extract a fund of humour 
out of the most unlikely situations. The placards 
posted in Britain and the cartoons printed in 
the English-speaking countries relative to the 
War are sufficient evidence of this. Even the 
advertisements at times manifest the same ten- 
dency. The following is good, and would be 
still better were we able to reproduce the illus- 
trations with which it is garnished. It, ap- 
parently, is the effort of some milk company. 


‘¢T do not mind the black-out, 
I do not mind the war, 
I don’t mind Goebbels lying, 
For what is Goebbels for? 


I don’t mind Hitler hitling, 
.I don’t mind Goering’s fat, 
The only fat in Germany— 
We cannot grudge them that! 


I do not care how Himmler 
His Nazi friends may bilk; 
I have no nerves in wartime; 
It iom’t buck... . it’s 
MILK.’’ 


PMedical Societies 


Société médicale des hopitaux universitaires 
de Québec 
Une séance de la Société eut lieu a |’Hotel- 


Dieu de Québec le 6 décembre 1940. Suivent 
les résumés des travaux. 


AMYGDALITE ET APPENDICITE.—Charles Vézina et 
Pierre Jobin. 


Se basant sur les relations cliniques et histologiques 
qui unissent 1’amygdale 4 l’appendice les auteurs citent 
quelques exemples parmi tant d’autres d’observation 
courante pour mettre en lumiére 1’équilibre qui existe 
entre ces deux foyers de tissu lymphoide dans le plan de 
la défense anti-infectieuse. 

Ces deux organes peuvent devenir 4 leur tour des 
centres d’infection dont il faut débarrasser 1’organisme. 
Pour éviter le déséquilibre, ils conseillent de supprimer 
l’amygdale et l’appendice a quelques jours d’intervalle, 
en commengant par l’amygdale. 

Ils insistent sur le fait que le médecin doit surveiller 
de trés prés un point appendiculaire douloureux qui ap- 
parait au cours d’une amygdalite aigué et ils disent toute 
l’importance qu’ils attribuent au symptéme défense 
musculaire, seul symptéme capable de tracer une ligne 
de conduite adéquate dans l’appendicite aigué. 


LA COLITE ULCEREUSE D’ETIOLOGIE INCONNUE.— 
J. B. Jobin et J. P. Dugal. 


Malgré de multiples recherches, 1’étiologie et la patho- 
génie de la colite uleéreuse sont encore inconnues. L’af- 
fection ne semble pas relever des microbes dysentériques ; 
la rareté relative de la dysentérie bacillaire dans notre 
région comparée au nombre élevé de colites ulcéreuses, 
et l’apparition de la maladie chez des individus an- 
térieurement sains 4 une époque de 1’année ou nous ne 
voyons pratiquement jamais de dysentérie, sont des argu- 
ments de valeur. Chez nos malades nous n’avons jamais 
isolé de germes dysentériques. La théorie de 1’agent 
spécifique est abandonnée. La question du terrain est 


peut-étre d’importance capitale; terrain spécial ot le 
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déséquilibre nerveux local ou général et 1’anaphylaxie 
jouent les principaux rdles. 

L’évolution de la maladie est caractéristique: périodes 
de dysentérie avec phases de sédation. Durant ces 
périodes d’accalmie, la guérison est clinique mais non 
anatomique puisque dans la plupart des cas il persiste 
des lésions décelables 4 1’endoscopie. Le médicament 
actif est encore recherché. L’évolution spéciale de la 
maladie rend difficile l’appréciation de la valeur des 
thérapeutiques. Une diéte appropriée, des lavements et 
des pansements locaux, rendent de grands services. Les 
sulfamidés et 1’emploi de la vitamine ‘‘A’’ localement 
comme stimulant de la régénération cellulaire nous ont 
donné des résultats appréciables. 


REACTIONS BIOTROPIQUES AU COURS DU TRAITE- 
MENT DE LA SYPHILIS PAR LES ARSENICAUX.— 
E. Gaumond (Travail du Service de Derma- 
tologie: Prof. R. Mayrand). 


Le biotropisme est le nom donné par Milian & certains 
phénoménes constatables cliniquement, apparaissant au 
cours du traitement d’une maladie quelconque par un 
médicament ou un agent thérapeutique quelconque. Les 
produits chimiques, d’aprés lui, ont deux propriétés: 
L’une nécrotrope qui aboutit 4 la mort de 1’élément, 
l’autre biotrope qui exalte la fonction vitale de cet 
élément. La réaction biotropique est directe quand 
l’exaltation de virulence s’adresse au germe de la maladie 
traitée; elle est indirecte quand 1’exaltation de virulence 
s’adresse & un micro-organisme latent. 

Cinq observations de malades sont rapportées. Il 
s’agit de syphilitiques hospitalisés 4 1’H6tel-Dieu. La 
premiére observation a trait & une réaction biotropique 
directe ou réaction de Herxheimer; les suivantes 4 des 
réactions indirectes avec apparition au Q9eme jour 
d’érythémes morbiliformes et symptémes généraux simu- 
lant la rougeole, 

On peut discuter de 1’interprétation 4 donner 4 ces 
réactions qui constituent, tout de méme, des faits 
cliniques indiscutables. Elles ne doivent pas étre con- 
sidérées comme des accidents thérapeutiques et ne contre- 
indiquent nullement la continuation du traitement. 


LA ROENTGENTHERAPIE POST-OPERATOIRE DANS LES 
CANCERS DU SEIN.—Léo-R. Payeur. 


Dans la statistique présentée l’auteur s’est borné 4 
rapporter les résultats obtenus par la chirurgie et la 
roentgenthérapie post-opératoire. Tous les cas rapportés 
sont du type II de la classification de Stendthall. 01 
décrit sommairement les techniques chirurgicales et les 
techniques roentgenothérapiques qui ont été employées 
dans la cure de ces cancers du sein. 

La statistique comporte 119 cas du type II de la 
classification de Stendthall, dont 10 n’ont pu étre re- 
tracés. Aprés 3 ans la chirurgie seule compte 42.9 pro 
cent de succés; la chirurgie suivie de roentgenthérapie 
66 pro cent. 


DEUX CAS DE DOLICHO-MEGA-SIGMOIDES.—Charles 

Vézina. 

Ces deux observations rapportées concernent deux 
malades, de 31 ans et de 37 ans, qui furent opérés, 1’un 
au cours d’une obstruction intestinale, et l1’autre qui ne 
présentait aucune complication. Le premier eut une 
colectomie en deux temps. 

Le traitement du dolichosigmoide doit étre médical, 
aussi longtemps que possible. Si les troubles continuent 
aprés un essai prolongé du traitement médical: grands 
lavements 4 l’eau chaude, laxatifs huileux et muci- 
lagineux et régime, il faut faire une colectomie qu’on 
peut réaliser en un temps. 

S’il y a complication, obstruction, volvulus, il faut 
opérer. Mais ici la prudence nous conseille de faire 
l’opération en deux temps; autrement, en voulant ré- 
tablir, immédiatement la continuité du colon, aprés ré- 
section, on s’expose & ce que les sutures lachent parce 
qu’elles ont été faites sur une paroi intestinale edéma- 
tiée et inflammée. I] pourra s’ensuivre alors une péri- 


tonite mortelle. Quant 4 la colopexie, elle n’est pas 4 
conseiller, car elle donne bien peu de rasultats. 


Séance 4 la Faculté de Médecine, le 18 
décembre 1940. 


L’ANGINE DE POITRINE EN CLINIQUE.—Richard 
Lessard. 


Dans ce travail, seul l’aspect clinique de la question 
est envisagé. Le syndréme angineux, d’abord défini, est 
ensuite étudié dans ses manifestations fonctionnelles les 
plus usuelles. Les formes cliniques sont ensuite passées 
en revue en insistant sur celles qui découlent des circon- 
stances d’apparition du syndréme: angine d’effort, ex- 
pression d’une aortite ou d’une coronarite; angine de 
décubitus, tributaire de 1’insuffisance ventriculaire 
gauche. 

L’examen clinique, radiologique et électro-cardio- 
graphique du malade est ensuite exposé avec quelques 
détails, en ne manquant pas de souligner que dans un 
certain nombre de cas, il peut demeurer essentiellement 
négatif. 

Les théories pathogéniques qui tentent d’expliquer le 
syndréme sont ensuite discutées. Et les facteurs étio- 
logiques nombreux et divers sont tour 4 tour étudies et 
classifiés selon leur importance relative. 

Les diagnostics différentiel et étiologique sont alors 
formulés. Et 1’on aborde le probléme du pronostic qui 
doit étre résolu avec prudence et discrétion. Lorsque 
l’on veut trop préciser en ce domaine, on s’expose & ne 
recueillir, & c6té de triomphes éphéméres, que de fré- 
quents désenchantements. 

Un bref rappel de ce que doit étre 1’examen complet 
d’un angineux et le travail se termine en souligant 1’im- 
portante contribution des travaux chirurgicaux con- 
temporains dans le traitement des coronarites. 


REVUE D’ENSEMBLE DU TRAITEMENT MEDICAL DE 
POITRINE.—Renaud Lemieux et Guy Drouin. 


Traitement de la crise.—Au cours de la crise d’angor 
cardio-artériel (tant de la forme commune que de celle 
de 1’angor abdominalis) et d’angor cardiaque, lorsque le 
seul repos est inefficace, il faut employer un médicament; 
on fera successivement appel 4 la dragée de trinitrine 
caféinée, 4 1]’inhalation de nitrite d’amyle et 4 1’injec- 
tion sous-cutanée de morphine; des auteurs francais se 
sont servis avec succés des injections locales intra- 
dermiques d’acides aminés (solution mixte d’histidine & 
4 pro cent et de tryptophane 4 2 pro cent). En cas de 
signes d’insuffisance cardiaque, pratiquer ure saignée 
prudente suivie de l’injection de % mgm. de ouabaine et 
d’une injection de morphine. Le traitement de la crise 
d’angor aigu coronarien fébrile (infarctus du myocarde) 
vise trois indications: calmer rapidement le douleur par 
des injections répétées de morphine, a hautes doses, sou- 
tenir le ceur défaillant par des injections répétées de 
camphre et tenter de diminuer 1’ischémie cardiaque par 
une médication vaso-dilatatrice. Aux Etats-Unis, on 
vante les bons effets de l’oxygénothérapie. Les crises 
d’angor non-organique (reflexe, névrosique, toxique) 
eédent généralement 4 1’emploi de petits moyens, ou au 
plus de la trinitrine caféinée; dans ces cas ménager la 
morphine. 

Truitement de l’imtervalle des crises.—Le traitement 
de l’intervalle des crises d’angor cardio-artériel se ré- 
sume 1°—dans des prescriptions hygiéno-diététiques (vie 
calme, réguliére, alimentation de digestion facile) ; 2°— 
médicamenteuses (vaso-dilatateurs: nitrite de soude en 
injections, théobromine, benzoate de benzyle, acétyl- 
choline, dérivés xanthiques; sédatifs: gardénal, bromure 
de sodium, teinture de passiflore) dont 1’une mérite une 
mention spéciale, le prosympal ou 883 F: il donne les 
meilleurs résultats dans les syndrémes ou les abcés sont 
le phénoméne dominant en 1’absence de toute manifesta- 
tion clinique, radiologique ou électrocardiographique de 
défaillance cardiaque, de coronarite ou d’aortite; les 
injections intra-dermiques d’acides aminés se seraient 
montrées inefficaces pour certains auteurs francais: Lian 
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emploie des injections sous-cutanées d’acide carbonique; 
la thérapeutique étiologique consiste dans la médication 
iodée intensive et le traitement anti-syphilitique que 1’on 
est souvent en droit de tenter 4 titre d’épreuve; 3°— 
dans des prescriptions physiothérapiques (diathermie, 
radiothérapie). 

A la suite d’une crise d’infarctus du myocarde il faut 
chercher & favoriser la cicatrisation en diminuant au 
maximum le travail du ceur et éviter les accidents 


menacgants comme 1’asystolie, la rupture du ceur et les 
arythmies graves. 

Entre les crises d’angor cardiaque on traite la cardio- 
pathie en cause. Dans les angors reflexes le traitement 
est celui de 1]’aérogastrie, de la lithiase biliaire, ou des 
névralgies. Contre les angors névrosiques, prescrire des 
cures alternées de gardénal ou de bromure. Le retour 
des crises d’angor toxique sera empéché par la suppres- 
sion des facteurs en cause. 


Gnibersity Notes 


University of Toronto 


Dr. Robert D. Defries has been appointed 
Director of the School of Hygiene and of the 
Connaught Laboratories, University of Toronto. 
During the past twenty-five years he has been 
prominent in the work of these two institutes, 
having early in 1915 become actively associated 
with the late Dr. J. G. FitzGerald, whom he 
now succeeds. 


Letters, Notes and Queries 


Athlete’s Foot 
To the Editor: 


Replying to your letter of January 2nd, in 
which you mention an inquiry from Dr, Henry 
Moyse, of Bedeque, P.E.I., in reference to sug- 
gestions for the treatment of obstinate cases of 
athlete’s foot, I would say :— 

I am of the opinion that the following treat- 
ment, if conscientiously kept up, is by far the 
most satisfactory. 

(1) A 2 grain tablet of potassium perman- 
ganate is dissolved in one quart of warm water. 
If the tablets are not locally procurable a pinch 
of the crystals, only sufficient to make a deep 
claret coloured solution will suffice. 
patient to soak his feet for one hour night and 
morning. After the soaking expose them to the 
air for ten or fifteen minutes, sunlight if possible, 
for oxidation, then apply the following ointment. 

(2) EB Ae. Benzoici } — 

ie. | oor oF 
Petrolat. Alb. od. 5 i 

If the patients could get themselves several 
pairs of cheap white cotton socks, so that they 
would have a pair boiled each day and clean for 


Answers to letters appearing in this column 


should be sent to the Editor, 3640 University Street, 
Montreal. 


Get the. 


duodénal. 


the next application of the ointment, to wear 
under their ordinary socks, it would make the 
treatment less messy and more comfortable. 

I think the most important thing to impress 
upon the unfortunates is to keep up their treat- 
ments for several weeks after they consider 
themselves cured. 


PuHILie BURNETT 
Montreal, January 6, 1941. 





Abstracts from Current Literature 


Surgery 


Partial Gastrectomy for Duodenal Ulcer; a Re- 
port of 212 Cases. ‘‘Gastrectomie partielle 
dans l’ulcére duodénal; rapport basé sur 212 
cas.’’ Lewis, E. B. et Lemon, R. G.: Proc. 
Staff Meet. Mayo Clinic, 1940, 15: 765. 
Depuis plusieurs années, en Europe centrale, 

la gastrectomie partielle est pratiquée quasi 

systématiquement dans l’ulcére duodénal ré- 
fractaire au traitement médical. En Amérique 
du Nord, cette mesure n’est adoptée que depuis 
une dizaine d’années. Les auteurs jugent done 
opportun de considérer d’ores et déja les ré- 
sultats obtenus a la Clinique Mayo, jusqu’a ce 
jour, par la gastrectomie partielle, (excision 
d’au moins un tiers de l’estomac) procédé de 

Polya, exclusivement dans les ulcéres duodé- 

nals n’ayant pas subi antérieurement de gastro- 

entérostomie ni de gastrectomie partielle. 

Trois buts sont visés dans le traitement de 
Vulcére duodénal—1° la suppression du spasme 
pylorique; 2° la diminution de la concentration 
de l’acide dans le contenu gastrique; 3° la 
diminution dans la durée de 1’évacuation 
gastrique. 

Le Polya atteint ces buts mieux que toute 
autre opération. La gastrectomie partielle, 
mieux que la gastro-entérostomie, diminue 
lacidité gastrique chez un plus grand nombre 
d’opérés. La gastrectomie cependant ne doit 
pas comporter un risque disproportionné a 
celui de la gastro-entérostomie. On doit done 
considérer chaque cas en particulier, pour la 
nature de l’operation 4 pratiquer. Les 212 eas, 
base de ce travail, concernent: 144 cas d’uleére 
duodénal opérés pour la premiére fois. 25 cas 
d’uleére duodénal perforés et suturés an- 
térieurement dans d’autres hépitaux. 43 cas 
d’ulecére gastriques coexistant avee un ulcére 
Sur 212 gastrectomisés, 4 morts, 
e’est-a-dire 1.9 pro cent. 197 de ces patients 


e’est-a-dire 95 pro cent, ont pu étre suivis aprés 
leur départ. 

Sur 134 gastrectomisés pour ulcére duodénal, 
revus et suivis, 81 pro cent menérent une vie 
normale sans restriction diététique; par contre 
16 pro cent durent restreindre leur diéte et 
leur activité coutumiére sans toutefois présen- 
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ter de signes d’uleus peptique ni de signes 
d’uleére duodénal récidivé. 3 pro cent eurent 
des symptémes d’uleus peptique. 


DISCUSSION 


Waltman Walters: commente le travail des 
auteurs et fait remarquer notamment que les 
cas d’ulecére duodénal rapportés sont ceux qui 
présentérent des hémorragies duodénales et 
ceux de malades de 30 4 60 ans environ avec 
acidité concentrée. Dans les ulcéres petits, et 
chez les malades fragiles, la gastroentérostomie 
fut pratiquée. Walters en 1936 fit remarquer 
que 60 pro cent des gastrectomisés (type 
Polya) pour uleére duodénal revinrent 4 une 
acidité quasi normale. Si les résultats obtenus 
par Lewis quant 4a l’acidité gastrique post- 
opératoire sont meilleurs (72 pro cent) cela est 
da, semble-t-il 4 ce que l’estomac fut réséqué 
sur une plus grande étendue. 

Si l’ulcére récidiva dans 2.5 pro cent des eas, 
d’autre part 14 pro cent présentérent des 
signes rappelant ceux de la gastrite et de 
Virritation persistante du vague, signes carac- 
térisés par une tendance aux lypothymies et 
aux transpirations immédiatement post-pran- 
diales soulagées par le décubitus dorsal. Ces 
signes ne se manifestent que rarement aprés les 
gastro-entérostomies. 


De ces 134 cas sont exclus les 25 eas d’ulcére 
duodénal ou gastriques associés. Sur les 25 
cas, d’uleére duodénal perforés et suturés, 84 
pro cent, restérent bien portants, 12 pro cent 
furent soumis au régime et au repos relatif et 
un opéré eut des signes d’ulcére récidivé. Les 
meilleurs résultats de la gastrectomie furent 
dans les cas d’uleére duodénal et d’ulcére 
gastrique associés. Sur 38 patients suivis, 92 
pro cent, devinrent bien portants, 8 pro cent 
durent suivre un régime mais aucun ne pré- 
sent d’ulecére récidivant. PIERRE SMITH 


Malignant Tumours of Hernial Sacs. Zimmer- 
man, L. M. and Lanfman, H.: Arch. Surg., 
1940, 41: 1215. 


Primary malignant tumours of the tissues of 
hernial sacs are extremely infrequent. 


The authors report three instances in one of 
which complete data were presented, including 
post-mortem observations. In the other two 
patients, while a diagnosis of malignant meso- 
dermal tumour of the excised sac tissues was 
made, the data are somewhat equivocal. One 
of the patients is still alive and free from re- 
currence, and in the case of the other per- 
mission for autopsy could not be obtained. In 
each instance the growth was a sarcoma. All 
the patients were operated on with a diagnosis 
of incarcerated hernia, and the presence of a 
malignant neoplasm was not suspected until 
histological study was made of the excised sac 
tissues. G. E. LEARMONTH 


Obstetrics and Gynecology 


Leucorrhea in Pregnancy: A Study of 200 
Cases. Liston, W. G. and Cruickshank, L. 
G.: J. Obst. & Gyn. of the Brit. Emp., 1940, 
47: 109. 


1. Among 200 pregnant women who were sup- 
posed to be suffering from leucorrhea, 40, or 
20 per cent, showed normal vaginal contents 
characterized by the findings that pus cells were 
less numerous than epithelial cells, that the 
bacterial flora consisted wholly of Déderlein’s 
bacilli, that the pH of the vaginal contents lay 
between 4 and 5, that glycogen was abundantly 
present in the epithelial cells. 

2. Cervical lesions, including erosions, were 
present in 79 of the 200 patients, 7.e., in nearly 
40 per cent. More than half of these cases were 
complicated by other causes of leucorrhea. 
There were, however, 31 patients in whom the 
condition of the cervix was the possible explana- 
tion of the leucorrhea. The degree of depar- 
ture from the normal characteristics of the 
vaginal contents in these cases depended to some 
extent on the severity of the cervical lesions, 
but this was not always the case. The more 
severe forms of cervical lesions were associated 
with abnormal features of the vaginal contents, 
for pus cells became more numerous, the bac- 
terial flora tended to drift towards Types II and 
III, the hydrogen-ion value became higher, 1.e., 
less acid, and glycogen less abundantly present 
in the epithelial cells. 

3. Gonorrhea accounted for only 4 cases 
among the 200 pregnant women suffering from 
leucorrheea. 

4. The parasite of vaginal thrush was found 
to be the cause of the leucorrheea in 49 eases, 
1.€., in approximately 25 per cent. This infec- 
tion is easily overlooked unless films are made 
from the white patches characteristic of the dis- 
ease. The condition should be diagnosed by 
finding the hyphal filaments of the fungus. The 
blastospores of this fungus may he confused 
with yeast cells. 

5. Trichomonas vaginalis is by far the com- 
monest cause of leucorrhea in pregnant women. 
Seventy-five cases of this infection were met with 
among the 200 women examined, or, in round 
numbers, 40 per cent of the whole. In all these 
eases pus cells preponderated over epithelial 
cells in the vaginal films, and the majority of 
the eases presented a bacterial flora of Type IIT. 
The pH of the vaginal contents lay generally 
between 5 and 6, the more acute cases nearer 6, 
the more chronic cases nearer 5. Recovery was 
associated with a return of the pH of the vaginal 
contents to between 4 and 5, and this was 
associated with a change in type of the bac- 
terial flora from III to I through Type II. 
Glycogen was generally deficient in the epithelial 
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cells. The condition was in some cases com- 
plicated by cervicitis or the presence of the 
thrush fungus or the gonococeus. _P. J. KEarns 


Dysmenorrhea and Sterility Personality 
Studies. Wittkower, E. and Wilson, A. T. 
M.: Brit. M. J., 1940, 2: 586. 


Fifty-seven unselected patients with primary 
dysmenorrhea, 30 unselected patients complain- 
ing of sterility, and 30 primigravide who had 
never suffered from dysmenorrhea were sub- 
mitted to a biographical study covering child- 
hood characteristics, reactions to adolescence, 
and adult personality. 


Comparing the three groups as children, 
psychologically well-adjusted groups were found 
in great excess in the control group, and only 
two of this type were noted in the sterility and 
dysmenorrhea patients. As children the dys- 
menorrhea group showed psychological malad- 
justment four times as often as the control 
group. Of these maladjusted types the sterile 
group contained a high excess of ailing, timid, 
unsociable children, devoid of self-assertion, 
while the dysmenorrhea group contained an 
excess of children who were boisterous and mani- 
festly aggressive — obstinate, bad-tempered or 
headstrong. As adults the dysmenorrhea pa- 
tients showed a high excess of two main per- 
sonality groups—the first characterized by deep 
resentment of their feminine role; the second 
obviously immature physically, and either shy 
and shut-in or chronically anxious and complain- 
ing. <A vast majority of the sterile adult pa- 
tients display an unusual self-centredness in 
their social and personal relations, clearly seen 
in a sexual frigidity with abnormal reactions to 
coitus. Ross MITCHELL 


Endometriosis of the Lungs. Hobbs, J. E. and 
Bortnick, A. R.: Am. J. Obst. & Gyn., 1940, 
40: 832. 


Endometrial tissue can be transported through 
veins. Endometrium of the rabbit can be trans- 
ported through the veins to the lungs where it 
will remain viable and invade the parenchyma. 
Implants of uterine and horn mucosa in the 
lungs may undergo decidual formation if the 
animal becomes pregnant. An cestrogenic hor- 
mone (stilbeestrol) in relatively large doses ap- 
parently stimulates the endometrial tissue im- 
planted in the lungs. Excessively large doses 
may inhibit the growth of this tissue. 

Clinical evidence correlated with experimental 
work leads us to the following deductions. 
Vicarious menstruation is the result of an endo- 
metrial implant in whatever region from which 
the periodic bloody discharge issues. Certain 


benign and malignant tumours in the lungs of 
women may arise from endometrial transplants. 
Pulmonary endometrial implants may be mis- 
taken for tuberculosis. 


Ross MITCHELL 


Therapeutics 


Common Winter Disorders of the Nose and 
Throat Among the Services Under War Con- 
ditions. Shea, H. V.: Practitioner, 1940, 145: 
316. 


The sulfonamide drugs have revolutionized 
the treatment of various infections of the nose 
and throat. When these drugs are given the 
dosage must be adequate to secure early con- 
centration, and even after the temperature has 
fallen, a watch for complications must still be 
kept. 

Acute rhinitis (coryza) has a greater in- 
cidence in war time when large bodies of men 
are living in environments which encourage the 
development of disease. The prophylactic phase 
of treatment is even more difficult than in nor- 
mal times. Where billets in private houses are 
available for individuals these should be found, 
thus relieving congestion and securing proper 
conditions for sleep. Clothing should be of 
suitable weight, sanitary arrangements regularly 
inspected, and the diet sufficient. Therapeutic 
treatment consists of mild purgatives, rest in 
bed and either Dover’s powder or aspirin. M. 
& B. 693 given in early stages will cut short 
the attack. Ephedrine followed by a menthol 
and camphor oily spray to the nose is helpful. 

Acute sinusitis is a more frequent complica- 
tion of influenza than an ordinary ‘‘cold in the 
head’’. In frontal sinusitis the pain begins in 
the early forenoon, gradually gets worse until 
it reaches the climax about mid-day, after which 
it gradually lessens, In maxillary sinusitis the 
sense of smell is impaired. Local pain, some 
fever, and, possibly, chills are observed. Methods 
of special examination are used to confirm the 
diagnosis. The treatment consists of promotion 
of drainage, by sprays and inhalations if pos- 
sible, and by operation and irrigation if 
necessary. 

Acute pharyngitis starts with a chilly feeling, 
headache, and pains in the back and limbs. The 
throat is raw and somewhat painful. The pos- 
terior pharyngeal wall, soft palate and fauces 
are reddened and possibly edematous. If seen © 
early the patient should have a hot bath and be 
put to bed, and should be given aspirin or tinct. 
opii. Local treatment consists. of painting the 
throat with 10 per cent silver nitrate. A spray 
or gargle has a soothing effect. 

(1) 


Acute tonsillitis has three varieties: 
eatarrhal or parenchymatous; (2) follicular; 
and (3) peritonsillar abscess. For all types 
rest in bed and antipyretics are indicated. The 
sulfonamides have been found to give good 
results. As in some eases acute tonsillitis may 
be a manifestation of rheumatism, sodium 
salicylate should be given until convalescence 
sets in. When a peritonsillar abscess forms it 
should be opened. 


Vincent’s angina is frequently met with 
among soldiers in war time. The ulcers should 
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be painted with a solution of tinet. ipecac., 
glycerine and liq. arsenicalis. Other local ap- 
plications, including salvarsan, 10 per cent, are 
recommended. 

Diphtheria must be differentiated from other 
infective conditions of the throat by examina- 
tion of a smear. 

Simple acute laryngitis may oceur during an 
attack of acute coryza or influenza. When 
laryngitis results from inhaling mustard gas a 
fibrinous deposit is found on the anterior part 
of the vocal cords (chorditis fibrinosa). In 
mild cases it is sufficient to keep the patient 
indoors and forbid use of the voice and smok- 
ing. When symptoms are more marked it will 
be necessary to confine the patient to bed on a 
light diet. Laxatives and diaphoretiec mixtures 
may be prescribed. C. R. BouRNE 


Modern Therapeutics; Cholagogues and Drugs 
Acting on the Liver. Newman, C.: Practi- 
tioner, 1940, 145: 361. 


Renewed interest in drugs acting on the liver 
has led to three new principles. 

1. There has been a separation of the ‘‘chola- 
gogues’’ into two groups, first, the ‘‘chloretics’’ 
which cause an increased secretion of bile by 
the liver, and, second, the ‘‘pure cholagogues”’ 
which empty the gall bladder and so cause an 
increase in bile-flow into the intestine without 
necessarily increasing the amount secreted. 

2. In gall-stone formation it is not so much 
an inerease of cholesterol in the blood which 
does harm as a decrease in the bile-salt content. 
The bile salts keep the cholesterol in solution, 
and as long as this is kept in solution it can 
cause no trouble. 

3. ‘‘Biliary stasis’? is rarely the result of 
weakness to be treated with stimulants of gall- 
bladder contraction, but is usually caused by 
reflex spasm preventing the outflow of bile, 
and is properly treated by sedatives. 

Of the chloretics the bile acids are most effi- 
cient. The choice may be made from tauro- 
cholic, glycocholic, desoxycholic and dehydro- 
cholic acids. The latter should be used where 
chloresis without increased absorption of chole- 
sterol is required. Potassium salts are chlor- 
etics; increased water intake does not promote 
secretion of bile, but a high protein diet does. 

Pure cholagogue action is secured in normal 
subjects by magnesium sulphate, fats, eggs, 
vegetable oils and vagal stimulant drugs. 

To eliminate reflex spasm of the gall bladder 
the best sedative is tincture of belladonna. 
The suitable dose varies from individual to in- 
dividual, and there are atropine-sensitive pa- 
tients in whom grave results oceur. A tech- 
nique is described for determining the correct 
dosage. It is usually best to give alkali along 
with the belladonna. 

In the treatment of cases of parenchymatous 
liver damage there are three remedies of known 
value, yet with little or no scientific proof. At 


the head of this list is glucose, best adminis- 
tered in the form of a sweetening for fruit 
drinks. Next comes calcium. Orally it may be 
given as calcium sodium lactate, while calcium 
gluconate or levulinate may be given intra- 
venously if care is taken. The third remedy is 
sodium bicarbonate. There is no need to make 
the urine alkaline; 10 grains three ee a day 
is enough. . R. BOURNE 


Oto-rhino-laryngology 


Nasal Osteomata. Handousa, A. S.: J. Laryngol. 
& Otol., 1940, 55: 197. 


In 840,000 ear, nose and throat patients dur- 
ing seven years at Cairo, Egypt, 37 benign 
tumours were seen. Of these 18 were osteo- 
mata. The eighteen case reports are presented 
in detail. None had either tuberculosis or 
syphilis. All had a negative Wassermann test. 
None had any similar tumour elsewhere. All 
showed normal fundi and had negative central 
nervous systems. Nine cases were symptom- 
less; 5 had pressure symptoms with gradually 
increasing exophthalmos; and 4 had simple 
swelling. Males were more commonly affected 
than females. The symptoms appeared be- 
tween twelve and fifty-four years. None be- 
came malignant. Thirteen of the tumours were 
attached to the frontal bone. All arose in the 
immediate neighbourhood of an _ epiphyseal 
line. The complications and location seen sug- 
gest that the tumours arose from a sequestrated 
‘‘rest’’ of the epiphysis of the affected bone. 

Differential diagnosis is simple, being made 
by the characteristic feel of the tumour and the 
x-ray picture. Treatment is by surgical re- 
moval, and is only necessary when symptoms or 
complications are produced. Extra-nasal ex- 
ploration is best. Drainage is provided if 
necessary. Symptomless tumours are not 
touched. G. H. Fisk 


The Treatment of Acute and Chronic Sinusitis. 
Brown, J. M.: J. Am. M. Ass., 1940, 115: 508. 


A eareful general investigation of the pa- 
tient’s physical condition is an essential pre- 
liminary in all types of sinusitis, for it may 
disclose important underlying etiological factors 
which may make local treatment or surgery un- 
necessary, Surgical treatment should be avoided, 
if at all. possible, during the acute stage. Con- 
servation of the nasal mucosa is imperative in 
all sinus surgery. Early recognition of serious 
complications, with appropriate treatment, is 
stressed. The greatest single essential of treat- 
ment in both acute and chronic sinusitis is 
adequate drainage. C. C. MACKLIN 


Radiology and Physiotherapy 
Prognosis in Silicosis. Farrell, J. T., Jr., 

Sokoloff, M. J. and Charr, R.: Am. J. 

Roentgenol. & Radium Therapy, 1940, 44: 709. 


In a study of 511 anthracite coal miners with 
silicosis it was found that only 77 were dis- 
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charged as improved, while 243 were unim- 
proved, and 191 died. 

The ages of those who improved and those 
who died varied from 15 to 69 years, with the 
majority in the fourth, fifth and sixth decades. 
Most of the deaths occurred in the fifth and 
sixth decades in those who had worked from 
eighteen to twenty-three years. 

Emphysema is the most common complication, 
and, when extensive, the prognosis is unfavour- 
able. The second most common complication is 
tuberculosis. The prognosis in the first and 
second stages of silicosis complicated by tuber- 
culosis is the same as in non-silicotic tuberculosis, 
but in Stage III the prognosis is made much 
worse. Patients with clinical tuberculosis but 
with negative sputum have a better prognosis 
than those with clinical tuberculosis and positive 
sputum. 

The roentgenological changes most suggestive 
of tuberculosis are asymmetrical consolidation 
and cavitation, regardless of the findings in the 
sputum. 

Spontaneous pneumothorax occurs more fre- 
quently in silicosis complicated or uncomplicated 
by tuberculosis than in any other pulmonary 
disease; it was present in 22 instances in the 
total series. It may be bilateral and affects the 
prognosis unfavourably. R. C. BURR 


Treatment of Cancer of the Lip and Mouth. 
Pfahler, G. E.: Radiol., 1940, 35: 598. 


Cancer of the lip can be prevented in prac- 
tically all cases by treating skilfully the lesions 
that frequently precede cancer. By making an 
effort to treat such lesions many early cancers 
will also be reached and cured. 

Cancer of the mouth ean be prevented by 
treating any leukoplakia as soon as it develops, 
destroying any papilloma, treating any lesion of 
the mucous membrane, such as erosion, ulcer, 
irritation, or induration. Electro-desiceation is 
valuable in these precancerous conditions, The 
treatment of cancer of the lip and mouth must 
inelude both the local or primary lesion and the 
regional lymphatics. Irradiation is the prefer- 
able treatment for cancer of the lip and mouth. 

R. C. BuRR 


Blocking of the Ureters in Intravenous Pyelo- 
graphy by Means of Filling the Bladder 
with Oil. Arendt, J. and Maslow, L. A.: 
Radiol., 1940, 35: 352. 


By filling the bladder with from 150 to 250 e.ce. 
of mineral oil we are able to prevent the intra- 
venous dye from reaching the bladder, thus keep- 
ing it back in the ureters and pelves without 
further need of any outside compression. We 


thus have: more complete filling of pelves and 
calices; less spastic and reflex contractions of 
pelves and ureters than with other methods; 
a clear outline of the lower pelvic portion of the 
ureters, which is usually obscured by the pres- 
ence of dye in the bladder. 


The procedure is 





simple and harmless when contraindications are 
observed. R. C. Burr 


Pathology and Experimental 
Medicine 


Capillary Fragility: Critical Analysis. Bell, 
G. H., Lazarus, S. and Munro, H. N.: The 
Lancet, 1940, 2: 155. 

The authors sought to determine the varia- 
tions in the capillary fragility by Gothlin’s 
method among 346 healthy British students, to 
define the range of normality, and to determine 
the effect of ingested vitamin C on those 
students considered to have an _ increased 
capillary fragility. The number of small 
cutaneous hemorrhages occurring under stan- 
dard conditions was taken as an index of the 
capillary fragility or resistance. Variations in 
the illumination altered the mean number of 
petechiz detected. 

Among 89.3 per cent of the students less than 
8 petechie were found. The ingestion of vita- 
min C by the 35 students who had a petechial 
count of 8 or more reduced the count to less 
than 8 in two weeks. The ingestion of vitamin 
C had no effect on those students with less 
than 8 petechiz in the count. There were 5 
healthy persons among the 346 whose increased 
capillary fragility was not influenced by the 
administration of either vitamin C or P. 

Apart from abnormal influences, for example 
fever and the administration of heavy metals, 
two factors influence capillary fragility in 
health, menstruation and aseorbie acid. Other 
factors may be involved, but these at present 
are not understood, as in those students who 
did not respond to treatment. Variations in 
the values found at various sites make it dif- 
ficult to assess the results, but an average of 
the petechial counts on the two arms of the 
individual appear to give a more accurate in- 
dication of the true eapillary fragility. 

S. R. TOWNSEND 


Congenital Pyloric Stenosis. Robertson, D. E.: 
Ann, Surg., 1940, 112: 687. 


In this report the author considers some of 
the current hypotheses regarding the cause of 
congenital pyloric stenosis. He finds that in a 
total of 278 cases, 51.8 per cent were first-born 
in contrast to 41.2 per cent of first-born chil- 
dren in a group of 11,497 births in the city of 
Toronto. This excess number of cases among 
the first-born is in agreement with the findings 
of others. He finds an excess of twins among 
his series of cases, the number being 1 in 83 
births for all Canada, while the series of pyloric 
stenosis cases yielded twins in the ratio of one 
pair of twins in every 36.3 births. Sheldon has 
also found an undue number of twins among 
the patients with pylorie stenosis. There were 
12 pairs of twins in Robertson’s series, nine of 
which were definitely fraternal, and in all these 
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one twin only was affected. One pair was 
doubtful; both were males and only one was 
affected. Two pairs were identical and both 
members were affected in each pair. This find- 
ing of but one of fraternal, and both of identi- 
cal twins affected is in favour of the idea that 
congenital pyloric stenosis has a genetic basis. 
Of the 430 cases in which sex was given, 81.9 
per cent were males and 18.1 per cent females. 
The predominance of the male sex is also in 
agreement with the findings of other authors. 
Mapce THURLOW MACKLIN 


Anesthesia 


The Use of Neosynephrin Hydrochloride in 
Maintaining Blood Pressure During Spinal 
Anesthesia. Silvers, H. I. and Leonard, I. E.: 
Am. J. Surg., 1940, 1: 79. 


One of the major problems in spinal anes- 
thesia has always been the accompanying fall in 
blood pressure. Epinephrine and, particularly, 
ephedrine have been used to preserve its sta- 
bility. Both of these are sympathomimetic drugs 
and raise the blood pressure primarily by vaso- 
constriction. In therapeutic doses these both 
inerease the efficiency of the heart and cause an 
increase in the eardiae rate, but they have the 
objectionable feature of stimulating the central 
nervous system at the same time, which is un- 
desirable in a conscious patient. Palpitation, 
throbbing of the head, ete., are other symptoms 
complained of by patients receiving’ ephedrine 
in large doses. 

Neosynephrin hydrochloride is a synthetic 
drug resembling epinephrine and ephedrine both 
structurally and pharmacologically. The essen- 
tial difference between epinephrine and _ neo- 
synephrine is the additional hydroxyl group 
contained in the benzene ring of the former. 
Neosynephrin causes a rise in blood pressure as 
effectively as ephedrine without stimulating the 
central nervous system and without a resulting 
tachyeardia. On the contrary, neosynephrin 
when injected subeutaneously in normal subjects 
produces a definite bradycardia. Brunner and 
de Takats have shown that neosynephrin is just 
as effective as ephedrine in raising or maintain- 
ing a falling blood pressure, and its action is 
manifest even after repeated doses. Johnston 
gave twenty-two injections of neosynephrin in 
therapeutic doses to a patient in post-operative 
shock at intervals of twenty minutes and each 
time produced a rise in blood pressure, the pa- 
tient going on to recovery. The drug is much 
less toxie than either ephedrine or epinephrine 
with a relatively high fatal dose as compared 
with them. 

The authors employed neosynephrin in 50 
cases of spinal anesthesia and were impressed 
by the ready response of the blood pressure, the 
bradycardia, and absence of nervousness on the 
part of the patient. Most of the cases were from 
the department of proctology hence the majority 


of the cases had a relatively low level of anes- 
thesia, mostly below the umbilicus or only slight- 
ly above it. The average dose of spinal anas- 
thetic was 95 mg. of neocaine dissolved in 3.5 
e.c. of spinal fluid. Premedication consisted of 
sodium allurate, gr. 34, morphine, gr. 1/6, and 
scopolamine, gr. 1/150. 

The neosynephrin was mixed in 1 per cent 
novoeaine and given subcutaneously over the site 
of puncture. One-half ¢.c. of a 1 per cent neo- 
synephrin solution was used, followed by lumbar 
puncture in five minutes and the administration 
of the spinal anesthetic. 

The average initial rise in blood pressure, ap- 
proximately 20 points, occurred ten to fifteen 
minutes after the injection of the neosynephrin 
and lasted twenty-five to thirty minutes. In only 
ten cases was the neosynephrin repeated during 
the operation and the 0.25 c.c. of the 1 per cent 
solution was given. A definite bradycardia was 
observed in nearly all cases. The drug did not 
prove effective in cases where there was loss of 
blood volume or shock caused by toxie conditions 
such as peritonitis. Until its exact action an the 
heart has been proved it is best to use small 
doses or abandon its use entirely in cases which 
present serious cardiac involvement. 

F. ArTtHUR H. WILKINSON 





@ bituaries 


Dr. Ithamar Gordon Bogart, of Kingston, Ont., 
died on January 13, 1941. Dr. Bogart was born at 
Berwick, near Cornwall in 1869, and was educated at 
Morrisburg, and at Ottawa normal school. Later he 
taught school at Highgate in western Ontario for six 
years and then came to Queen’s University, graduating 
as honour student in medicine in 1901. He won medals 
in medicine and surgery and opened practice in Kingston 
in 1902. 

He was demonstrator in surgery at Queen’s University 
from 1904 to 1912, and in 1919 was lecturer in surgery, 
later becoming assistant professor. He retired from 
active practice in 1938. 





Dr. George Wellington Brown, of Shelburne, N.S., 
died on January 3, 1941. He was seventy-seven years 
of age and a graduate of New York University (1893). 





Dr. Thomas Edward Case, of Toronto, died on 
December 6, 1940, in his 86th year. He had practised 
in Dungannon, Ont., for forty-five years. Dr. Case was 
born in Usborne Township, Huron County, where he re- 
ceived his early education. He attended Toronto Normal 
School and McGill University, and graduated from the 
Toronto Medical School in 1883. He moved to Toronto 
from Dungannon 12 years ago. 





Dr. E. L. Garner, of Vancouver, B.C., died on 
December 27, 1940. Dr. Garner was born in Ontario in 
1874, near Niagara Falls, where his parents were pioneer 
residents. He graduated from the University of Toronto 
in 1898 and came to British Columbia about 1913, where 
he was in partnership with Drs. Bonnell and Asselstine 
at Fernie, and later went to Cowichan Lake. In 1926 
he came to Vancouver to practise. 





Dr. Hector Clayton Hall, aged 50 years, a well- 
known Fort Qu’Appelle, Sask., physician, died at his 
home on December 20, 1940. He was coroner at Fort 
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Qu’Appelle, and was very widely known throughout the 
southern part of the province. 

Dr. Hall spent his entire life in the valley town, having 
been born there. His father, Dr. William Hall, arrived 
in Fort Qu’Appelle in 1884. Dr. Clayton Hall received 
his early education there, and graduated from the Uni- 
versity of Toronto in 1912, He was assistant A.D.M.S., 
second division, during the first Great War. He was an 
honorary member of the A.F. and A.M., Toronto, and a 
member of the Qu’Appelle Valley lodge. He was past 
district deputy and a charter member of the Qu’Appelle 
Rotary club and Board of Trade. 





Dr. Alexander Edward Kennedy died at his home 
in Mabou, N.S., on January 8, 1941. He was 77 years 
of age, and survived the death of his wife by only a few 
days. Born at Kinloch, Dr. Kennedy studied medicine 
at the College of Physicians and Surgeons, Baltimore, 
graduated in 1893, and returned to his native province. 
Through forty-five years he served the people of Mabou 
and the surrounding country. A powerful physique 
helped him to carry out faithfully and with ardour his 
duties. He died loved and respected by those he had 
served. 





Dr. Thomas Morrison Lawton died on December 20, 
1940, at Berkley, Mich., in his eighty-fifth year. Dr. 
Lawton was born in Yarmouth Township where he 
attended rural school prior to his father moving to the 
fifth concession of Howard Township. He attended the 
Chatham Collegiate Institute and went thence to the 
Trinity Medical College in Toronto. After graduating 
(1884) he then took post-graduate work in Scotland 
(L.R.C.P. Edin., 1884) following which he took hospital 
work in the old country. Fo: a period after that he was 
ship’s surgeon on a boat travelling between England and 
India. 

Following his marriage in Scotland he returned to 
Canada and began practice at McKay’s Corners near 
Ridgetown. He again returned to Scotland and became 
medical examiner for an insurance company and after a 
time returned to begin a practice in Detroit which he 
kept for many years prior to coming to Ridgetown in 
1917. He remained in Ridgetown until the death of his 
wife a few years ago when he returned to Michigan to 
live with his son. 

Dr. Lawton was a descendant of one of Canada’s 
historical families, his grandfather being George Lawton, 
a graduate of Cambridge and a captain in the rebel army 
of 1837. The rebel Lawton escaped to the United States 
after that debacle but was finally pardoned under the 
royal signature of the Queen and that official pardon 
has been in the hands of Dr. Lawton for many years. 





Dr. John William Scott McCullough, of Toronto, 
died on January 5, 1941. He was born in 1868 and 
a graduate of Trinity University (1890). He held the 
diploma of D.P.H.(Toronto). 

The death of Dr. McCullough will be particularly 
regretted by health and social workers, and all who 
are in any way connected with or interested in public 
health and welfare work in Canada. Dr. McCullough 
belonged to the small band of pioneers to whose efforts 
this country owes its progress in hygiene, sanitation 
and the public health system whereby disease can be 
controlled and the good health of the populace 
furthered. 

For fifty years, Dr. McCullough had been devoting 
himself to public service. He became interested in 
the cause of the public’s health at the beginning of 
the century when, .first as chairman of the school 
board and later as mayor of Alliston, Ontario, he 
caused the improvement of the sanitary conditions of 
Alliston’s school buildings, From 1910 to. 1935 he 
served the Province of Ontario in the capacity of chief 
officer of health and deputy registrar-general. During 
his tenure of office there were established the system 
of district health officers and the free distribution of 
diphtheria anti-toxin and other biological products for 
the control of communicable disease. Dr. McCullough 
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was also during this period instrumental in re-organiz- 
ing the provincial department of health and in pro- 
viding, throughout the province, a chain of travelling 
tuberculosis clinics and public health laboratories for 
the free diagnosis of venereal disease. 

Early in his career he became known as a leading 
expert on public hygiene and sanitation. In 1913, as 
a member of a provincial commission, he toured Great 
Britain and Europe studying sewage disposal and 
public sanitation measures, and also participated in 
the waterway survey of the Great Lakes. When the 
typhoid epidemic broke out in Ottawa in 1911, his 
exhaustive investigations of its causes, and his per- 
sonal efforts brought about radical changes in that 
city’s system of water supply, sewage disposal and 
public health administration. The pasteurization of 
milk was a cause to which Dr. McCullough devoted 
himself especially in recent years. Upon his retire- 
ment from the government service he continued his 
activities in behalf of public health through his associ- 
ation with the Health League of Canada. He leaves 
behind him a considerable volume of articles on the 
subject of public health, as well as a book entitled 
‘‘Ten Years’ Progress’’. He served with distinction 
throughout the last war, and retired in 1919 with the 
rank of lieutenant-colonel. His beneficent influence 
will be felt for a long time. 





Dr. Vincent Arthur McDonough, of Toronto, died 
on December 28, 1940. He was chief of the medical 
service at St. Joseph’s Hospital and had been associated 
with this hospital since its formation, At one time he 
was on the staff of St. Michael’s Hospital. Dr. 
McDonough was born at Kleinburg, Ont., in 1884 and 
received his early education at Weston High School, 
graduating from the University of Toronto in 1914. 





Dr. Lewis Rutherford Murray died at his home at 
Sussex, N.B., on December 24, 1940. Dr. Murray was 
seventy years of age, had been educated in the Public 
School at Sussex, and obtained his medical degree at 
Jefferson Medical College in 1892. For forty-four years 
he practised his profession in Sussex where he took an 
outstanding position in civic affairs. He held positions 
as alderman and mayor on several eccasions, and was one 
of the several physicians responsible for the excellent 
condition of the finances of this almost model town in 
which the relief problem has been handled in an excel- 
lent manner. Dr. Murray took part in the Boer War, 
Great War of 1914-18, and in the present war did much 
in the early days of organization and in the examination 
of recruits. He was also in charge of the Camp Hospital 
in Sussex during the first several months of the present 
conflict. His funeral was attended by leading citizens 
from all points of the province and the large and dis- 
tinguished crowd at the funeral was an evidence of the 
appreciation extended to him for a lifetime of service. 





Dr. Robert Oliver, of Hamilton, Ont., died on 
January 8, 1941. He was the son of the late Hon. T. J. 
Oliver, a former premier of British Columbia and was 
born in 1887. He was a graduate of McGill University 
(1916). Dr. Oliver was a member of the Ontario Old 
Age Pension Board for many years, and in the early 
years of his practice served in hospitals in Montreal and 
Detroit. 





Dr. Norman Wilfred Rogers, of Barrie, Ont., died 
on December 17, 1940. 

Dr. Rogers was born in Barrie in 1885, the son of 
the late Mr. and Mrs. Thomas Rogers. He received 
his early education in the West Ward, now Prince of 
Wales School, and Barrie Collegiate Institute. 

After graduation from the Faculty of Medicine, 
University of Toronto, in 1910, Dr. Rogers practised 
in Cochrane, Haileybury, and with the Grand Trunk 
Pacific Construction Company, ahead of steel, 60 miles 
west of Hearst. ; 

In 1912 he took over the practice of the late Hon. 
Dr. L. J. Simpson, at Stroud, and later moved to Elm- 
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vale. In 1917 he wes appointed Medical Officer with 
the Royal Flying Corps at Camp Borden and at a 
northern internment camp. The same year he went 
overseas, where he was attached to Bramshott and 
Witley Camps. 

In 1937 he was appointed Medical Officer of Health 
for Barrie. 

Dr. Rogers was an active member of Trinity Angli- 
ean Church. He served two years on the Board of 
Education and was active with the Red Cross and 
Victorian Order of Nurses. 





Dr. Walter Herbert Taylor, of St. Mary’s, Ont., 
died on January 10, 1941, in his sixty-eighth year. 

Dr. Taylor was the son of the late Rev. George 
Irwin Taylor, one-time rector of St. Bartholomew’s 
and St. Augustine’s Anglican Churches, Toronto. He 
was born at Perrytown, Ont., and received his early 
education at the old Church School, Toronto, and 
Trinity School, Port Hope. He graduated in medicine 
from Trinity Medical College (1896). He first estab- 
lished a private practice at Thessalon, and later in 
Port Arthur, where he was located at the outbreak of 
the war in 1914. 

He served as medical officer with the Brampton 
Regiment. After some time in active service in France 
he was appointed to the staff of the Red Cross Hos- 
pital at Buxton, England. 

Following the first Great War, Dr. Taylor was at- 
tached for several years to the military hospital at 
Guelph before opening a private practice in St. Mary’s. 





Dr. Smith Layton Walker died at Pictou, N.S., on 
January 8, 1941. He had been living at the Maritime 
I.0.0.F. Home during the past three years, following 
apoplexy. Dr. Walker was seventy-six years of age. 
His birthplace was Truro, where he practised after his 
graduation from Bellevue Hospital Medical College in 
1890. During the Great War he served overseas with 
the R.C.A.M.C., and then returned to Halifax where 
he was attached to the staff of Camp Hill Hospital. 
Dr. Walker will be remembered best for his activities 
as secretary of the Nova Scotia Medical Society and 
managing editor of the Bullet which bore his many 
thoughts through Nova Scotia and across the Dominion. 


News Items 


Alberta 


The Alberta Government has appointed Dr. George H. 
Malcolmson, radiologist, of Edmonton, director of cancer 
services. He will have the responsibility of establishing 
eancer diagnostic and treatment clinics for Alberta. It 
is planned to have two centres at the present time, each 
with an internist, a surgeon, a pathologist and a radiolo- 
gist. The government has set aside the sum of $50,000 
for this purpose for 1941, and while its plan is some- 
what limited in scope the results of the first year’s 
work will no doubt warrant further changes and 
enlargements. 

Recently Dr. Malcolmson met the Calgary Medical 
Society and outlined to it what was contemplated for 
the first year. Surgery for the present is not included 
in the treatment, which is being limited to radium and 
x-ray treatment of curable cases. The patient will have 
to provide his own transportation to the centres and his 
hospitalization or board while there. 





The annual elections to the Council returned the 
former representatives for the districts concerned, viz.: 
District No. 2, Dr. A. Cherry, Lethbridge; District No. 
4, Dr. W. V. Lamb, Camrose; District No. 6, Dr. R. B. 
Francis, Calgary. 

The regular meeting of the Council has been called 
for Edmonton, January 22, 1941, when it is expected 
that the question of fees for medical services to the 


injured workmen will be up for discussion, The present 
schedule was agreed to in December, 1934, and the Work- 
men’s Compensation Board considers the question of fees 
should come up for consideration at this time. 





Col. H. K. Groff, M.D., formerly medical officer of 
the Workmen’s Compensation Board, has been trans- 
ferred to Newfoundland to assume military duties there. 





At a recent meeting of the University Committee on 
specialists, the following were recommended for special- 
ists’ certificates: Eardly 8. Allin, F.R.C.S. England, 
Edmonton, Surgery; Roy W. Culver, Calgary, Eye, Ear, 
Nose and Throat; Kurt Fuchs, Edmonton, Eye, Ear, Nose 
and Throat; M. K. MacGougan, Lethbridge, Eye, Ear, 
Nose and Throat, 





Dr. A. P. Asselstine, of Alexo, has gone to Orillia, 
where he has taken over a practice. 





Dr. Walter S. Anderson, son of Dr. A. F. Anderson, 
Medical Superintendent, of the Royal Alexandra Hos- 
pital, who has completed five years of post-graduate work 
in surgery, has joined the Baker clinic in Edmonton. 





Word is received that Dr. W. W. Bell who has been 
ill for three years has sufficiently recovered to return to 
the practice of medicine. He was formerly at Vermilion, 
Alberta, and is now in Victoria, B.C, 





For the year 1939-40 the following social services cost 
the province as follows: nursing branch, $40,000; 
travelling clinic, $12,000; child welfare, $72,000; 
mothers’ allowances, $637,000; poliomyelitis, $18,849; 
hospital per diem grants, $472,000. G. E, LEARMONTH 





British Columbia 


A very large number of the British Columbia medical 
profession is now engaged in military service. A list of 
men now somewhere in Great Britain includes the fol- 
lowing names: F. H. Bonnell, W. L. Boulter, W. M. 
Carr, of Victoria; J. U. Coleman, of Duncan; B. H. 
Cragg, of New Westminster; H. R. L. Davis, H. A. 
DesBrisay, J. A. F. Elliott, A. C. Gardner Frost, J. F. 
Haszard, of Kimberley; J. A. Ireland, P. S. Tennent 
and H. A. Robertson, of Kamloops; J. A. MacMillan, 
W. E. M. Mitchell, R. J. Nodwell and Andrew Turnbull, 
of Victoria. Others who are doing war work in Great 
Britain are: Drs. W. J. Elliott, W. A. Morton, H. P. 
Swan, A. N. Reid, H. Mallek and O. E. Kritzwiser. 

In addition to that some fifty-eight other members 
are engaged in Medical Services, either in or out of the 
province. 

Other men are constantly joining up. The result of 
this large number of medical men leaving private prac- 
tice has had a sensible effect upon general civilian prac- 
tice, especially in the cities where a fairly widespread 
epidemic of influenza has kept everyone very busy. 





Dr. Irene M. Clearihue, wife of J. B. Clearihue, K.C., 
of Victoria, left shortly after the war commenced to do 
post-graduate work. She is now on the staff of the 
Montreal General Hospital and largely engaged as an 
anesthetist. Dr. Clearihue has never practised in British 
Columbia, but is a graduate of the London Hospital. 





Dr. G. F. Amyot, Provincial Health Officer, addressed 
the Vancouver Medical Association on January 7th, the 
subject of his address being ‘‘Public health and the 
practice of medicine’’. This makes the second address 
given by members of the Public Health Department of 
the Province, the other being an address given last 
month by Dr. S. Stewart Murray, Senior Medical Health 
Officer of Vancouver. This interchange of the preven- 
tive and therapeutic sides of medicine is proving to be 
a step in the right direction. 

Dr. Murray gave a very comprehensive review of 
health matters affecting Greater Vancouver, and his re- 
marks covered such things as milk pasteurization. In re- 
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gard to this, he pointed out that some 83 per cent of the 
milk coming into Vancouver is pasteurized, and dwelt on 
the necessity for further work in this direction. He told 
us that the City Council is attempting to get from 
Victoria legislation covering Brucella abortus in herds. 
This, if obtained, will do much to secure the desired end. 
Dr. Murray referred to the work of the Metropolitan 
Health Board, which in the words of one of the secre- 
taries of the Rockefeller Foundation, ‘‘ justified the 
grants made by the Foundation for this purpose.’’ It is 
of interest to note that certain municipalities, which 
have hitherto stood aside from the operation of this 
Board, are now beginning to seek admission. 

Recently, notices appeared in the press with regard to 
British Columbia oysters which are invading the eastern 
market. Here there is urgent need for the greatest 
possible care to avoid any possible contamination, and 
Greater Vancouver has, in common with other parts of 
Canada, a special interest in this matter. Dr. Murray 
referred to this in his remarks. ’ 

He spoke of the water supply of Vancouver, which 
comes from mountains on the lower slopes of which ski 
camps, logging camps, etc., are to be found, and referred 
in some detail to the precautions taken to avoid any 
possible injury to the water supply from these sources. 

He then enlarged upon pre-natal and school work 
carried on by the Metropolitan Board, and urged medical 
men to do all in their power to promote immunization, 
especially against diphtheria. He made reference to the 
fact that the most up-to-date opinion about this disease 
emphasizes the necessity for recurring doses of toxoid. 


J. H. MAcDERMOT 





Manitoba 


At a meeting of the Section of Obstetrics and Gyneco- 
logy of the Winnipeg Medical Society on January 14th, 
Dr. J. D. McQueen, Chairman of the Maternal Mortality 
Committee of the Canadian Medical Association, read a 
paper dealing with the maternal deaths reported on the 
Manitoba Pregnancy Survey for the period of May 1, 
1938, to April 30, 1940. The maternal mortality rate for 
this group was 3.26 per thousand live births. If Indians, 
who form only 2 per cent of the population of the 
province, were excluded the maternal mortality rate 
would be 2.2 per cent. Among those present at the meet- 
ing were Dr. E. W. Montgomery, former Minister of 
Health and Public Welfare who did much during his 
term of office to reduce the preventable maternal deaths, 
Dr. F. W. Jackson, Deputy Minister of Health, and Dr. 
Noel R, Rawson, Director of Vital Statistics. 





The Winnipeg Medical Society hopes to be able to 
make arrangements for a lecture to be given to the 
medical profession between February 20th and March 
8th by Dr. Henrik Dam, of Copenhagen, the discoverer 
of vitamin K. 





At the annual meeting of the Honorary Attending 
Staff of the Winnipeg General Hospital Dr. W. E. Camp- 
bell, head of the Department of Ophthalmology, stated 
that a donor who wished to be anonymous had offered to 
equip an eye room in the Winnipeg General Hospital. 





Opening of the new nurses’ residence at Eriksdale, 
Manitoba, built at a cost of $4,000 by the Women’s 
Missionary Society of the United Church in Canada, took 
place December 14, 1940. The residence is a two-storey 
building, well equipped. Its opening will permit six 
beds and an operating room in the hospital space 
vacated by the nurses. During the afternoon open house 
was held under the guidance of Nurse Hilditch, super- 
intendent of the hospital, with the assistance of the staff, 
Laura Hay, Gertrude Boulton and Vina Salchart. In 
the evening many residents of the town paid a visit. 





The Faculty of Medicine announces a three-day post- 
graduate course to be held on March 6, 7, 8, 1941. This 
course will deal with modern methods of diagnosis and 


treatment. One full day each will be taken over by the 
departments of Medicine and Surgery. A _ clinical- 
pathological conference, a tumour clinic, and an after- 
noon session on public health problems will round out 
the program. 





The number of doctors donning military uniforms in- 
creases daily. Recently noted were Dr. J. D. Stirling, 
M.C., of Winnipeg, Dr. Harry Atkinson, Superintendent 
of the Home for the Aged and Infirm at Portage la 
Prairie, and Dr. 8. Jauvoish, of Winnipeg. Dr. Stirling 
and Dr. Atkinson are on H.Q. staff of M.D. 10, and 
Dr. Jauvoish is in charge of the Portage la Prairie 
training centre. 





Major John A. Hillsman has been appointed surgeon 
of the military hospital at Fort Osborne. 





Considerable changes in accommodation for the public 
and: semi-private patients in the Winnipeg General Hos- 
pital are contemplated. 

There is a marked decrease in the number of patients 
receiving medical care under the Unemployment Relief 
Department of Winnipeg owing to the unemployment 
rate being greatly lowered. Ross MITCHELL 





New Brunswick 


Dr. W. O. McDonald of the Staff of the Saint John 
General Hospital has been elected to Fellowship in the 
American College of Physicians. 





On December 15th a serious fire in the Gloucester 
Hospital at Bathurst caused $100,000.00 worth of damage 
and the deaths of four patients. The devotion and 
heroism of the staff and townspeople saved the death 
toll from being greater. 





Dr. Ronald Baird who at the time of the outbreak of 
war was doing post-graduate study in London joined the 


R.A.M.C. and has recently been promoted to the rank of 
captain. 





The Saint John Tuberculosis Hospital celebrated its 
twenty-fifth anniversary on December 10, 1940. At the 
luncheon provided by the Board of Commissioners the 
chief speaker was Dr. H. A. Farris, who was the first 
superintendent, and to whose efforts a great deal of the 
success of the institution may be traced. He described 
early difficulties due to the opposition of patients and 
friends of patients to the idea of hospitalization for long 
periods. The present state of this splendid institution 
was described by Dr. R. J. Collins, the present super- 
intendent. 

This Hospital, in an increasing degree, is showing 
the way towards the control of tuberculosis in Eastern 
Canada, The Children’s Department and the Chest 
Surgical Department have for many years been outstand- 
ing, even in institutions devoted entirely to tuberculosis. 


A. STANLEY KIRKLAND 


Nova Scotia 


Nova Scotia public health officials held a two days’ 
conference in Halifax, and expressed themselves as satis- 
fied with the health conditions of the province. In- 
creased shipping during the past year has made the port 
of Halifax the most exposed to contagious disease of 
any, on this continent at least. Diphtheria has been 
epidemic, and there have been several cases of spinal 
meningitis, but it was felt that, under existing circum- 
stances, public health control was good. Port medical 
facilities have been expanded and plans were made to 
increase the efficiency of new units, to develop co-opera- 
tion among them, The city has made added grants to 
its Board of Health, and appointed an assistant to City 
Health Officer, Dr. Allan Morton. Working with the 





provincial health department and the medical arms of 
the services, it is felt that there is little danger of any 
major epidemic. 
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Sir Frederick Banting, R.C.A.M.C., addressed Dal- 
housie medical students while on a recent visit to Halifax. 





The Mutual Hospitalization Group, of St. Martha’s 
Hospital, Antigonish, patterned on the many co-opera- 
tive group movements throughout Nova Scotia, now has 
a membership of more than one hundred. 


ArtTHUR L. MURPHY 





Ontario 


Toronto reports an exceptionally favourable record for 
1940 with respect to the control of communicable dis- 
eases. The city may now pride itself on the outstanding 
achievement of having witnessed, for the first time, a 
year free from the occurrence of a single resident case 
of diphtheria. This enviable record for a city of 649,000 
population crowns the persistent efforts directed by the 
Department of Public Health towards the eradication of 
this preventable disease which in 1929 and again in 1930 
was responsible for upwards of 1,000 cases with 64 and 
54 fatalities respectively. The year 1940 also marks the 
third occasion without a single death from the disease, 
repeating the performance of 1934 and 1937. 

Typhoid fever was reduced to a new minimum of 12 
eases during 1940, while the incidence of poliomyelitis 
amounted to only 9 cases. No fatalities occurred due to 
measles. The complete absence of small-pox is noted 
since 1932, and there has been no death during the past 
thirteen years from this cause. Collectively, the 1940 
morbidity figures for typhoid, scarlet fever, measles, 
whooping-cough and diphtheria totalled 1,905 cases, as 
against 12,250 cases a year ago, with resulting fatalities 
dropping from 39 to 12, the lowest point as yet recorded 
for mortality among this particular group of diseases. 

The more minor communicable diseases, mumps, 
chicken-pox and German measles, on the other hand, show 
a substantially increased incidence as indicated below: 


Cases _ Deaths 
lian’ 1940 1939 1940 1939 
yphoid fever 
Paratyphoid fever{ ****** a ™ . ° 
NER OOO ivicccenaweds 976 2,248 3 25 
ETC CCC ET CTS 272 8,851 - 8 
BO hi v.cwesccusinss - 7 - 1 
Whooping-cough ........ 645 1,120 4 3 
i ee EEE 9 17 1 2 
German-measles ........ 815 263 - - 
BE. kc avestoeniwass 4,893 1,892 - - 
CEMOR cs ccivncnes 4,628 3,441 - 1 
MEOMIMGNEE occ ccscceeses 29 6 5 - 
EE wacusdeewnaee 45 100 6 6 
POOR a cestnawsnnsa - - - - 


The substantial improvement of more than 18 per 
cent in the tuberculosis mortality in 1939 over the 
previous low mark was not only maintained during 1940 
but was fractionally lower as indicated by a rate of 
29.9 per 100,000 population. The rate for 1939 was 30.0 
and the previous low was 36.9 for 1937. Tuberculosis 
mortality has been cut in half since 1930 and since 1910 
it has fallen 77 per cent. In consequence this disease 
has been relegated to seventh place among the principal 
causes of death. 

The statistics briefly outlined in the foregoing reflect 
a gratifying response to the various methods of preven- 
tive practice and control designed to improve public 
health in the City of Toronto. 

The general death rate shows a rising tendency, in- 
creasing from 11.0 to 11.5, due mainly to increases of 
300 deaths from diseases of the heart, arteries and kid- 
neys, 97 from cancer and 31 from accidental and violent 
causes. Counterbalancing to some extent these increases 
were substantial decreases of 161 deaths from pneumonia 
and influenza and 39 deaths from communicable diseases. 
proportion of those surviving to 50 years of age is be- 
coming much higher than formerly; therefore the re- 
turns for deaths from the so-called degenerative diseases 
are bound to show marked increases from year to year. 


In addition to the reconditioning of the wing at 
Christie Street Military Hospital already announced, 
which will this month bring the accommodation up to 
1,250 beds, Colonel McMane announces the opening, at 
the end of February, of another wing which will increase 
the hospital capacity to 1,500 beds. 





The work of the Outpost Hospitals of the Canadian 
Red Cross Society must be a great boon to many com- 
munities on our frontiers. Haliburton has had a 3-bed 
hospital in which has many as six patients and four 
babies have been cared for at one time. An addition 
now provides a private ward and three public wards, 
together with an operating room, a utility room, nursery 
and a large laundry. The furnishings of the hospital 
have been provided mostly by local contribution. 





Dr. Ebenezer Hooper, a graduate of Queen’s Univer- 
sity, and father of Dr. E. Ralph Hooper, recently 
celebrated his 94th birthday, and was at home to his 
friends during the afternoon. He was a professor on the 
staff of the first Women’s Medical College in Ontario,— 
the one at Kingston,—and was a superintendent of the 
Kingston General Hospital. J. H. ELLiort 


Quebec 


More than 600,000 children in the Province of Quebec 
benefited by the child welfare advice given by provincial 
nurses according to a summary for 1940 issued recently 
by the Department of Health and Social Welfare. Par- 
ticular attention was given to maternal, infant, and 
school hygiene by the doctors and nurses of more than 
50 health units in the province. 

Great precautions against diphtheria were taken dur- 
ing 1940 and doctors gave 123,500 anti-diphtheria injec- 
tions, including 42,406 complete immunizations. In 
addition 882 persons who had come in contact with 
scarlet fever were immunized against this disease. 

In the field of child care, doctors of the department 
held 5,989 clinics at which nearly 100,000 babies under 
one year of age were examined. In addition, nurses 
made 45,110 post-natal and pre-natal visits, and visited 
138,906 children under school age in their homes. 

An additional 133,697 children were given physical 
examinations at their schools during the year. 








On a récemment confié au Dr C. A. Gauthier la direc- 
tion médicale du Comité de Protection Civile pour la 
zone métropolitaine de Québec. 





Il convient de signaler la parution en décembre 
dernier du premier numéro de la revue ‘‘ Nos enfants’’, 
publiée en supplément mensuel 4 ‘‘La Famille’’. ‘‘Nos 
enfants’’ est 1’organe officiel de ‘‘L’Ecole des parents du 
Québec’’; cette revue est dirigée par le Dr Albert 
Guilbeault, M.D., F.A.A.P., et publie des articles de 
vulgarisation sur la puériculture, l’hygiéne infantile et 
la prophylaxie des maladies les plus communes de 
l’enfance. 





L’Université de Montréal a inauguré le 15 janvier une 
série de cours sur la médecine militaire. Ces cours ont 
lieu & 8 hrs, p.m., & la salle 214 de 1’immeuble de la rue 
St-Denis, et se poursuivront jusqu’au 7 février. Le pro- 
gramme suivant a été choisi: 

1. Les gaz de combat et les moyens de se protéger 
contre eux: Professeur Louis Bourgouin, 15 janvier. 

2. Les méthodes de transfusion sanguine et la dé- 
termination des groupes sanguins: Dr Albert Bertrand, 
17 janvier. 

3. Les procédés de localisation et d’extraction des 
projectiles de guerre: Dr Léo Pariseau, 20 janvier. 

4. Le traitement des plaies de guerre: Dr J. U. 
Gariépy, 22 janvier. 

5. L’organisation et le fonctionnement des services 
ambulanciers militaires: Dr J. M. Roussel, 23 janvier. 

6. L’histoire de la médecine militaire et de ses 
grands hommes: Dr Eugéne St-Jacques, 27 janvier. 

7. Les phénoménes de choc: Dr Mercier Fauteux, 
29 janvier. 
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8. L’hygiéne des camps militaires: Dr J. A. Beau- 
douin, 30 janvier. 

9. Les fractures ouvertes: 
février. 

10. Les maladies vénériennes: Dr Albéric Marin, 5 
février. 

11. La blennorrhagie: Dr Lucien Sylvestre, 7 février. 


Dr Armand Paré, 3 





Le Dr Gaston Lapierre, professeur de pédiatrie a 
l’Université de Montréal vient d’étre nommé membre de 
la commission consultative d’hygiéne de la cité de 
Montréal. 





Le Dr Fabien Gagnon a été nommé directeur du 
service d’obstétrique de l’hépital du St-Sacrament de 
Québec. A ce méme l’hépital, les membres du bureau 
médical ont élu président le Dr Renaud Lemieux. 


JEAN SAUCIER 





United States 


A New Journal entitled Medical Care is to be pub- 
lished shortly by the Williams and Wilkins Company, 
of Baltimore, for the Committee on Research in Medical 
Economies, Ine. 

A forum of signed expressions of opinion by in- 
dividuals or agencies; non-technical reports of scientific 
studies of the medical, administrative and financial ex- 
perience of plans of organized care in the United States; 
news of the field; and summaries of reports appearing 
elsewhere are promised to readers of the new journal. 

Medical Care, it is stated, ‘‘considers equally the 
interests of the people who receive medical care and of 
the professions that furnish it. It seeks to promote 
co-operative research, planning and action by the pro- 
fessions and the public, in their common interest.’’ 

The editorial advisors of the new journal include 
members of the medical and allied professions, social 
scientists, public administrators, and men and women in- 
formally representing labour, agriculture, employers, and 
social work, Besides these, the new journal has an 
editorial board composed of the following: 

Dr. Ernst P. Boas, New York City; Dr. Samuel Brad- 
bury, Philadelphia; Dr. Claude W. Munger, New York 
City; Dr. John P. Peters, New Haven; Dr. C.-E. A. 
Winslow, New Haven; Dr. Herbert E. Phillips, Illinois; 
Dr. Kingsley Roberts, New York City; and George Soule, 
economist, New York City. 





Announcement of the Van Meter Prize Award.— 
The American Association for the Study of Goitre again 
offers the Van Meter Prize Award of $300 and two 
honourable mentions for the best essays submitted con- 
cerning original work on problems related to the thyroid 
gland. The Award will be made at the annual meeting 
of the Association which will be held at Boston, Mass., 
May 26th, 27th and 28th, providing essays of sufficient 
merit are presented in competition. The competing 
essays may cover either clinical or research investiga- 
tions; should not exceed three thousand words in length; 
must be presented in English; and a typewritten double 
spaced copy sent to the Corresponding Secretary, Dr. W. 
Blair Mosser, 133 Biddle Street, Kane, Penn., not later 
than April Ist. 





General 


Food and Drugs Act Amendment.—In our issue of 
November, 1940, page 504, q.v., we published in detail 
new regulations of the Federal Government relative to 
the description and labelling of drugs and food products 
concerned with certain vitamins. These regulations were 
to take effect on January 1, 1941. We are now informed 
that in virtue of an Order-in-Council (P.C. 7539), dated 
December 21, 1940, the effective date for the enforce- 
ment of the new orders has been advanced to July 1, 
1941, This has been done as a result of representations 
from many sources that an opportunity should be given 
to all interested parties to present their views. 





Book Reviews 


The Soldier’s Heart and the Effort Syndrome, T. 
Lewis. 2nd ed., 103 pp. 8s. 6d. Shaw & Sons, 
London, 1940. 


This book appears at an opportune time. Indeed it 
is because a ‘‘new war has come upon us’’ that Sir 
Thomas Lewis revised the first edition. The significance 
of the problem becomes obvious when it is learned that 
of 70,000 soldiers classed as cases of cardiovascular 
disease during the war of 1914-1918 only ‘‘one in every 
six suffered from heart disease and the rest were ‘effort 
syndrome’ cases’’. As this condition occurs in civilians 
of both sexes as well as in soldiers the first practical 
procedure is to discover it among recruits. Due emphasis 
is given to the fact that ordinary methods of physical 
examination are inadequate. In order to test the capacity 
of a man to perform work he must be observed while at 
work, The chapter which deals with examination of 
reeruits will be found very informative by medical 
officers who are called on to de such work. The simple 
tests of cardiac function by graded exercises are not 
automatic but demand close study of the recruit by a 
trained observer whose judgment improves with experi- 
ence. The application of these methods of selection 
should eliminate at least half the cases of ‘‘effort syn- 
drome’’ that might develop if no exercise tests are used. 

This book is unique in the literature on cardiovascular 
disease. The author has had about twenty-five years’ 
experience in studying ‘‘effort syndrome’’, mainly in 
soldiers. The broad conception of its relation to 
sociology and the more specific details of diagnosis, 
prognosis, and treatment are dealt with in masterly 
fashion. A close acquaintance with its contents must be 
a sime qua non to both military and civil physicians, 
nurses, and instructors in physical drill. The chief 
symptoms and signs of effort syndrome, breathlessness, 
palpitation, fainting, giddiness, sweating, tachycardia, 
hypertension, are not specific for this condition, They 
are common to a large variety of diseases and may be 
compatible with normal health. To evaluate them satis- 
factorily one must be familiar with the ‘‘effort syn- 
drome’’ as it is described by Sir Thomas Lewis. 


Organization, Strategy and Tactics of the Army Medi- 
cal Services in War. Lieut.-Col. T. B. Nicholls. 
2nd ed., 488 pp. $4.50. Macmillan, Toronto, 1940. 


The first edition was reviewed in these columns 
December 1937, p. 616. This second edition contains 
about 100 additional pages due principally to the inclu- 
sion of chapters on Air Transport of Casualties, the 
Medical Services of an Anti-Aircraft Division, and an 
account of the Emergency Medical Services covering the 
treatment of service casualties in civilian hospitals. 

Criticism may be offered that while based on a very 
wide experience in the last war and recently revised 
there is much in the medical manuals which does not find 
place here. Yet much that has been devised to meet 
present-day warfare may not yet be published. It is an 
excellent academic production, 

In the words of our previous reviewer, junior officers 
will find this book invaluable, and by senior officers the 
work will be found most helpful in the preparation of 
lectures and demonstrations. 






Official History of the Australian Army Medical 
Service in the War of 1914-1918. Vol. 2. The 
Western Front, Col. A. G. Butler. 1010 pp. 21s. 
Australian War Memorial, Canberra, 1940. May be 
procured from the Australian Trade Commissioner, 
15 King St. W., Toronto. 


This is the second of three volumes comprising the 
official Australian Medical History of the last war. The 
first volume has already been reviewed in this Journal 
(see 1931, 25: 760). 

The work deals with the period during which the 
Australian Imperial Force was in France from the Spring 
of 1916 to the end of the war. It is in three sections. 


. 
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I and III are in narrative form, relating the experience 
of the Australian Army Medical Corps in the field. Sec- 
tion II is a study ‘‘of the problems of siting and work- 
ing the machinery of evacuation, from the Front Line to 
General Hospital and back; of preventing disease and 
promoting health.’’ 

In the narrative chapters a short description of the 
general situation preceding each battle or period under 
consideration is followed by the story of ensuing events. 
This makes it easy to understand the subsequent descrip- 
tion of the work of the Medical Corps—why evacuation 
was easy or difficult, why wounded were in good or bad 
shape, why they were in greater or fewer numbers. This 
reviewer read Sections I and III particularly with 
deepest interest and pleasure, and with a sincere admira- 
tion for this method of presenting the story of what 
happens to the wounded and sick soldier. 

This book covers every phase of Army Medical work 
on Active Service in France, and it is so readable that 
it might well be studied and used as a reference by any 
Canadian Medical Officer who is proceeding on active 
service for the first time. 


Neuroses in War. Edited by E. Miller. 250 pp. $3.00. 
Macmillan, London, 1940. 


During the early months of the war psychiatrists in 
England devoted many articles in medical journals to the 
subject of psychological disorders in time of war. Be- 
cause of the absence of violent battle activity, either 
overseas or at home, and the consequent lack of much 
clinical material of this type, these contributions took 
the form of reviews, accounts of methods used in the 
last war, and suggestions as to the organization of proper 
psychiatric services in this war. 

Many of these articles have been collected together, 
others added to them, and the whole integrated and edited 
by Emanuel Miller in book form. In the light of the 
events of the last six months, when the Flanders evacua- 
tion and wholesale civilian bombing have resulted in an 
increase in the number of psychiatric casualties the 
predictive parts of the book are very interesting. Recent 
communications from England indicate that the treat- 
ment, by and large, of acute mental and functional dis- 
orders follows the principles suggested in this book, 
namely: (1) Immediate rest, warmth, reassurance and 
sedatives, followed by some sort of review with the pa- 
tient of the events which brought about the difficulty; 
and (2) in more serious cases, deep narcosis for over a 
week, followed by the usual reassurance, positive sug- 
gestion, persuasion, and organized and purposeful 
activity. 

Also interesting are the suggested plans for psychiatric 
services described, many of which are now in actual 
operation in England through the military, naval, air 
force and civilian medical services. 

The book contains contributions by such well-known 
authorities as Crichton Miller, Hadfield, Hargreaves, 
Dillon, Millais Culpin and others. There is a good re- 
view of the literature by Wittkower and Spillane, which 
appeared previously in the British Medical Journal.1 
Other chapters are devoted to the mode of onset, diag- 
nosis, and treatment of psychoses. The chapter on 
somatic relationships and their importance in understand- 
ing the clinical signs and symptoms is very timely, as 
is the chapter on the various psycho-pathological theories 
relating to the cause of the neurosis. Dillon’s chapter 
on advanced psychiatric treatment centres in the field is 
essentially the same article which appeared in the British 
Medical Journal.2. The chapter by Bion on the ‘‘War 
of Nerves’’: Civilian Reaction, Morale and Prophylaxis, 
is the only attempt in the book to include a preventive 
and mental hygiene point of view. It is well done, how- 
ever, and stresses the important point that, since all 
civilians are exposed to danger, all should have the benefit 
of the discipline, morale, mutual encouragement and sup- 


1. WITTKOWER, E. AND SPILLANE, J. P.: Neuroses in 
war, Brit. M. J., 1940, 1: 223, 265 and 308. 

2. Ditton, F.: Neuroses among the combatant troops 
in the Great War, Brit. M. J., July 8, 1939. 


port which participation in some organized military or 
semi-military part-time work affords. 

For the general practitioner or the military medical 
officer one of the most interesting parts of this book is 
the Appendix, which contains extracts from such official 
documents as ‘‘The Report of the War Office Committee 
of Enquiry on Shell Shock, 1922’’,3 and the Emergency 
Medical Service treatment facilities for civilian shock 
and neurotic casualties. The Appendix also contains a 
simple classification of the common psychological dis- 
orders in war, and a section on pharmacology, with a 
brief account of the most useful drugs, their dosage, 
mode of administration and effect. 

Collected together in book form, these articles and 
memoranda constitute a handy manual and practical 
reference for physicians who expect to treat psychiatric 
casualties, either in the armed forces or among civilians. 


War Primer on Wound Infection. Causes, Prevention 
and Treatment. Edited by W. H. Ogilvie. 96 pp. 
2s. 9d. The Lancet, Ltd., London, 1940. 


This is a well-timed publication and should serve 
to bring the subject of wound treatment to the acute 
notice of the medical profession, not only in the British 
Isles but also on this continent. The manual involves 
the facts derived from experience in the Great War to- 
gether with that of the Winnett-Orr method in the 
Spanish War as published by Trueta. 

Dr, Whitby discusses the biological aspect of wounds, 
dealing with the reaction of tissues to injury, the 
mechanism of infection, local and general resistance, and 
the development of shock. 

Dr. Cruickshank devotes a chapter to the bacterio- 
logical aspect. The most serious agent is found to be 
the S. pyogenes and the souree of this organism is 
probably the dressings and attendants. The dosage of 
specific sera in the anaerobic infections is discussed. 

Professor Garrod describes the action of antiseptics 
and their uses. The conclusion drawn is that most anti- 
septics do more harm than good. 

An excellent summary of the use of the sulfanilamide 
compounds is given by Major Buttle, and the use of 
sulfanilamide as a local dressing as well as by mouth or 
intravenous injection is discussed. Sufficient data have 
not yet been accumulated to establish the best method 
here, but undoubtedly series of cases treated by a con- 
sistent method are required for statistical studies. 

Mr. Ogilvie devotes two chapters to the surgical prin- 
ciples and procedure of treatment in different case groups 
depending on the time factor, i.e., the time between 
trauma and treatment. The places of debridement, 
primary and delayed suture, the Carrel method, the 
Thomas splint with traction, the plaster method, and 
amputation are soundly delimited. 

In summary, the réviewer would like to emphasize the 
importance of this small manual at the present time and 
considers it should be one of the compulsory books for 
study in the Army Medical Corps curriculum. 


Emergency Surgery. H. Bailey. 4th ed., illust., 944 
pp. $18.00. Macmillan, Toronto, 1940. 


This, with few exceptions, is the same text as the third 
edition published two years ago. Mr. Bailey maintains 
his high standard of presentation and illustration; thus 
this volume merits the description of the best work in 
English on emergency surgery. Some may find this one 
large volume more cumbersome than the original publica- 
tion in two smaller volumes. 


Management of the Cardiac Patient. W. G. Leaman, 


Jr. 705 pp., illust. $8.00. J. B. Lippincott, Mon- 
treal, 1940. 


This is essentially a practical book on the treatment 
of the patient with cardiovascular disease, based upon a 
diagnosis in which laboratory, instrumental, and physical 
methods have been used with due application of their 


3. Published by H. M. Stationery Office, Kingsway, 
London. 
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relative value, and in which the heart disease has been 
classified according to its etiology, and circulatory func- 
tional capacity rather than to the structural defect 
present. Illustrative case reports have been used by the 
author to draw a picture of the finer details of treatment 
which may be overlooked in practice. The section on 
Electrocardiography is clearly written and should be of 
great assistance to the physician who has not had a clear 
conception of the application of this method of study of 
heart disease. There is an extensive bibliography of 
books and journal articles which may be consulted by 
the reader who wishes to study in detail some of the 
phases of heart and circulatory disorders dealt with by 
the author. Where more than one type of treatment has 
been recommended there is fair discussion of their rela- 
tive merits with the author’s preference clearly stated. 


Atlas of Cardioroentgenology. H. Roesler. 124 pp., 
illust. $8.50. C. C. Thomas, Springfield, 1940. 


Sixty histories of cardiac disease are presented here 
with their clinical and roentgenological, and, in some 25, 
their post-mortem findings. To demonstrate these latter, 
sections of the heart have been made in such planes that 
they may be correlated easily with the ante-mortem x-ray 
appearances. Most of the types of disease commonly 
seen in cardiological practice are represented, and in 
some cases the progress of the disease over months or 
years is followed by serial roentgenograms. 


The great importance of recognizing by means of 
x-ray the size of the individual heart chambers is clearly 
brought out, and is in our opinion the chief feature of 
the work. The author’s method for demonstrating the 
anatomical relationships of these chambers and the great 
vessels is complementary to the injection methods of 
others and is a real contribution to the subject. One 
could have wished that he had seen fit to include sections 
of the heart in the oblique positions through the plane of 
the esophagus, to show the relationships of the latter. 


The book may best be regarded as a supplement to 
the author’s ‘‘Clinical Roentgenology of the Cardio- 
vascular System’’, and should be studied in conjunction 
with such a text. It can be thoroughly recommended 
both to the cardiologist and to the roentgenologist. The 
publisher is to be congratulated on the clarity with which 
the figures are reproduced. 


Bone Graft Surgery in Disease, Deformity and Surgery. 
F. H. Albee. 403 pp., illust. $7.50. D. Appleton- 
Century, New York, 1940. 


Twenty-five years ago, at the beginning of the era of 
bone-graft surgery, Dr. Albee published a monograph on 
this subject. The present monograph represents the ripe 
development of his great experience and marks the im- 
mense progress which has been made in this field of 
surgery in a generation. 

The book is devoted entirely to the technical aspects 
of bone-graft surgery in all the various fields in which 
bone grafts may be used. There is no discussion of the 
diagnosis of the various surgical conditions and of treat- 
ment; only that by bone grafting is described. Within 
these limits the monograph is excellent and reflects the 
skill and experience of a master craftsman. An opening 
chapter on general principles discusses the elements of 
bone grafting in a broad manner and correlates it to 
what we know of grafting in other fields, including the 
grafting and budding of trees. Then follows a chapter 
on armamentarium in which are described in detail the 
instruments necessary for good bone-graft surgery. It 
is a valuable chapter, since in few fields is the surgeon 
more dependent upon perfect tools. The heart of the 
book is contained in the seven chapters which follow, 
each of which takes up a specific application of bone- 
graft surgery; spine fusion, hip joint, ununited frac- 
tures, replacement of bone, plastic surgery, arthrodesing 
operations and bone-block operations. The technique of 
all established and proved procedures is accurately de- 
scribed, with adequate illustrations. 





Dr. Albee is an optimist whose enthusiasm is aroused 
by one perfect result from an elaborately technical pro- 
cedure. Moreover, he is a superb craftsman and freely 
acknowledges it. Probably few surgeons can obtain as 
perfect results in the field of bone-graft surgery as can 
Dr. Albee, and it would be wrong to leave the impression 
that beautiful results can be obtained as easily as might 
be thought from reading this book. Nevertheless, these 
things do not detract from the merit of the book. It is 
an excellent compendium of modern practice in bone- 
graft surgery, and should be of value in all hospital 
libraries and in the libraries of surgeons dealing with 
bones and joints. 


' Obstetrics in General Practice. J. P. Greenhill. 448 


pp., illust. $3.50. Year Book Publishers, Chicago, 
1940. 


This book is well printed, comfortable to hold, and 
easy to read. The subject matter is well arranged, sur- 
prisingly complete for such a small volume, and very 
practical. The views expressed are conservative. The 
subject matter is up to date, and well chosen references 
to recent publications are scattered throughout the text. 
The illustrations are excellent. 


The chapters on roentgenography, endocrinology, and 
puerperal sepsis give the reader the latest views, con- 
cisely and clearly expressed. The réle of sulfanilamide 
and its derivatives in the treatment of sepsis is well 
presented. The chapters on ante-partum and post-partum 
care and minor ailments during pregnancy contain in- 
numerable suggestions for management and treatment 
that are valuable and practical. Medical complications 
of pregnancy, such as heart disease, tuberculosis, dia- 
betes, hyperthyroidism, and syphilis are briefly but satis- 
factorily discussed. Short chapters are devoted to the 
care of the newborn baby, the premature, and the tech- 
nique of circumcision. The chapter on the management 
of labour is particularly good. It is well illustrated and 
essentially practical. The value of this excellent book 
could be further enhanced by the addition of a chapter 
on the management of occipito-posterior positions, and 
one on the management of the slowly dilating cervix. 

This book will prove valuable to the teacher in ob- 


stetrics as well as to the general practitioner for whom 
it has been specially written. 


Treatment of Diabetes Mellitus. E. P. Joslin, H. F. 
Foot, P. White and A. Marble. 7th ed., 783 pp., 
illust. $8.00. Macmillan, Toronto, 1940. 


There are few clinicians who have had such a wealth 
of experience to draw on for a textbook as Dr. Joslin. 
His book therefore is a source of knowledge regarding 
diabetes of unusual value and comprehensiveness. 
Naturally, with the growth of his clinic there has been 
a great expansion in problems directly related to dia- 
betes, and he has not shrunk from calling in the aid of 
those dealing with them. The book is therefore the 
product of a group of workers all associated with Dr. 
Joslin for long years. It still retains his clear and 
simple style, however, which goes far to keep the book 
in the very first rank of writings on diabetes. 


Endocrine Therapy in General Practice. E. L. Sevring- 


haus. 3rd ed., 239 pp., illust. $2.75. Year Book 
Pub., Chicago, 1940. 


This book describes all the hormones which are now 
available for clinical use. The function of each hormone 
is described, symptoms due to lack of each are noted, the 
commercial preparations are listed, and suggestions re- 
garding treatment are given. Ovarian hormones are the 
most difficult to keep sorted, but the twenty-three pages 
devoted to their actions help to clear up confusion in the 
practitioner’s mind. 


The author states twice that arteriosclerosis causes 
diabetes and does not believe that diabetes causes 
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arteriosclerosis. He may be correct, but few others who 
write hold this view. Sixteen diabetic menus are given, 
but only one has a carbohydrate allowance of more than 
90 grams a day. How many patients can be kept con- 
tented on half an ounce of bread for each meal? Cer- 
tainly not the hockey-playing diabetics of Western 
Canada. 


The busy general practitioner and the harassed medical 
student will welcome this textbook. 


Vitamin Therapy in General Practice. E. S. Gordon 
and E. L. Sevringhaus. 258 pp. $2.75. Year Book 
Pub., Chicago, 1940. 


The authors present a survey of the current concepts 
and information about nutrition, arranged for the use 
of the physician who wishes to understand the basic 
principles of diet, with particular reference to vitamin 
content in a balanced diet. The far-reaching advances 
made in the field of nutrition, the recognition and treat- 
ment of diseases associated with dietary deficiencies, the 
availability of synthetic vitamins, and the indications 
for their use, are subjects of vital interest to the physi- 
cian, but few can keep in touch with the mass of litera- 
ture which is appearing, and fewer still are able to 
assess reports at their true value, especially their value 
in medicine. The information is to be found here in 
concise form, with thoughtful comment on what may or 
may not be of value in clinical application. 


Anatomy of the Eye and Orbit. E. Wolff, 2nd ed., 
374 pp., illust. 31s. 6d. H. K. Lewis, London, 1940. 


This work on the anatomy of the eye and orbit, includ- 
ing the central connections, development and compara- 
tive anatomy of the visual apparatus, embodies a clear, 
concise, well illustrated, and modern study of the subject. 


The second edition is very similar to the first. It 
however contains 60 fine illustrations taken from the 
author’s own preparations. Notable among these is a 
series of flat sections of the retina which are unusual 
and very instructive. The anatomy of the orbit and eye- 
ball is complete. The chapters on the extrinsic muscles 
and the motor nerves to the eye muscles are written in a 
clear and instructive manner. Also, for those who are 
specially interested there is a chapter on the comparative 
anatomy of the eye. The whole book is arranged in an 
attractive manner, is made very readable with the help 
of clinical adaptations in many places, and on the whole 
is a book that will be of much value in the practice of 
ophthalmology. It is very well set up, being of good 
size, while the paper and print are both satisfactory. 
The few coloured photographs are excellent. 


Office Urology. P.S. Pelouze. 766 pp., illust. $11.50. 
McAinsh, Toronto, 1940. 


‘*Office Urology’’ exhibits the same high standard of 


clear concise medical writing as was to be found in 
Pelouze’s previous publication, ‘‘Gonorrhea in the Male 
and Female’’, This new book is well illustrated and is 
logically arranged. 


The sections dealing with sexual function are par- 
ticularly valuable. Such subjects are frequently omitted 
from textbooks on urology. The author emphasizes the 
importance of the réle played by psychological processes 


_in the production of sexual dysfunction. He displays 


much common sense in his treatment of this subject. 


In the sections dealing with the use of hormones the 
author points out that many exaggerated claims have 
been made for the effectiveness of these products. Some 
products may have been harmful rather than helpful; 
he does not give those products which have proved to be 
of definite value sufficient credit. 


The symptoms, examination and office treatment of 
pathological conditions affecting the genital and lower 
urinary tract are adequately and satisfactorily described. 
Pelouze is, as usual, very conservative in all matters of 





treatment and emphasizes the importance of appreciating 
psychological as well as physical manifestations of dis- 
eases in arriving at a correct diagnosis and in treatment. 
The diseases of the upper urinary tract are not so thor- 
oughly dealt with, particularly regarding treatment. 
Urology is a complex subject. It is difficult to separate 
medical and office methods of diagnosis and treatment 
from surgical procedures. Consequently, in dealing with 
many conditions the section on treatment is incomplete 
and unsatisfactory. 


Despite these criticisms, Office Urology is a valuable 
book. It contains much very useful information which 
is seldom, if ever, to be found in other textbooks, and to 
this extent it supplements rather than replaces our 
present books dealing with urology. Every one interested 
in urology should be familiar with it. 


Diseases of the Urethra and Penis, E. D’Arcy McCrea. 
306 pp., illust. $6.25, Macmillan, Toronto, 1940. 


This book is based on extensive clinical experience in 
the Salford Royal Infirmary, Manchester, and is said by 
the author to owe its inception to the stimulus of its 
chief, Mr. J. B. Macalpine, whose excellent handbook on 
Cystoscopy is so well known. As might be expected 
ulider such auspices it is well written, fairly well illus- 
trated, and covers its limited field in detail. There is 
little to criticize adversely. Gonorrhea is perhaps ade- 
quately treated but not quite so thoroughly as to the 
care of the acute stages as one might wish. 

The use of oily preparations such as lipiodol in 
urethrography, although approved by eminent authorities, 
seems illogical and perhaps dangerous. Oil embolism is 
always a possibility, and as oil and water (urine) do 
not mix the delineation of the urethra might be presumed 
to be more clearly cut with a solution of sodium iodide 
in water, and such has been the reviewer’s experiences. 


The surgery of injuries and malformations is dealt 
with rather extensively and in accordance with modern 
practice. 


There is a brief bibliography at the end of each 
chapter. The book is a good one but it contains nothing 
essentially new, and one wonders whether it might not 
be advantageous to purchase for twice its price a com- 
plete modern textbook of urology which would contain 
all that this does. 


Biological Aspects of Infectious Disease. F. M. Burnet. 
310 pp., illust. $4.50. Macmillan, Toronto, 1940. 


The title of this book combines with the very just 
observation in the preface, to the effect that most bio- 
logists know little bacteriology and most bacteriologists 
are concerned with the medical rather than the biological 
aspects of their subject, to arouse expectations in the 
biological reader which he may not find fulfilled. Bac- 
teriology has undoubtedly many contributions to make 
to general biological theory, and even if data are scanty 
there are many questions which the biologist would like 
to see discussed; the effect of recent virus studies on 
the definition of the word ‘‘life’’, the part played by 
micro-organisms in directing the evolution of higher 
forms, the relation between bacterial variation and 
genetic mutation, the bacteriologist’s outlook on human 
history (so ably sketched by Zinsser for the Rickettsie), 
to name only a few. But Dr. Burnet has been content 
with a more modest objective, which he has completely 
and delightfully attained; namely, to write a broad 
general account of the principal infectious diseases, their 
epidemiology, their causative organisms, and the body’s 
defences against them, without the stiff angularities and 
detail of a textbook, and, mercifully, with no trace of 
the heroics which inflate so many introductions to this 
subject. One would recommend his book enthusiastically 
as collateral or preparatory reading for the medical 
student, whose formal course in bacteriology is all too 
brief and crowded, or for the student in biology who has 
not yet decided where to specialize. It is so clearly and 
pleasantly written that the medical man and the pro- 
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fessional biologist should thoroughly enjoy it; but the 
former need not expect to find hints useful to him in his 
practice, while the latter may be irked by the absence of 
references to more detailed studies. One may quarrel 
with the author’s stand on some controversial questions 
(for instance, the réle of re-infection in tuberculosis) 
and blame him for sidling rather awkwardly past the 
problem of the venereal diseases, but in general his work 
is balanced, authoritative, up-to-date and rich in ideas, 
as well as being very readable. The medical sciences have 
not fared as well as physics and ‘‘pure’’ biology at the 
hands of their interpreters to the intelligent lay public, 
which is an added reason for hoping that Dr. Burnet 
will find an extensive audience. 


Mechanisms of Biological Oxidations. 
181 pp. $3.75. 


D. E. Green. 
Macmillan, Toronto, 1940. 


The last decade has seen bewildering advances in our 
knowledge of the essential mechanisms whereby the mole- 
cu'es of the food-stuffs are oxidized and forced to yield 
their contained energy in living tissues. These mechan- 
isms have proved very complex. We know, for instance, 
that the first stage in the oxidation of lactic acid in 
muscle is the loss of two hydrogen atoms with the forma- 
tion of pyruvic acid; that the hydrogens are transferred 
by the appropriate specific enzyme to the pyridine- 
adenine-dinucleotide cozymase; thence to the flavin- 
adenine-dinucleotide of the enzyme diaphorase; then they 
are oxidized by the iron of the pigment cytochrome, 
which in turn is re-oxidized by its specific oxidase; the 
final outcome being pyruvic acid and hydrogen peroxide, 
which last is broken down by the hemoglobin-like en- 
zymes catalase and peroxidase to water and oxygen, 
while the pyruvic acid is further attacked by yet another 
enzyme in association with cocarboxylase. These dis- 
coveries have gained in dramatic interest from their 
relation to vitamin research. Cozymase contains the 
pellagra-preventing nicotinic acid, diaphorase contains 
riboflavin (vitamin G), cocarboxylase is a compound of 
thiamine (vitamin B;), and so on. The fundamental 
importance of these accessory food factors is thereby 
made clear, even if the immediate cause of the deficiency 
symptoms is not always obvious. 

In the book under review Green has written a singu- 
larly clear and straightforward account of our knowledge 
of these various oxidizing enzymes and coenzymes, their 
properties, occurrence, composition, and mode of action. 
Within this field he has done admirably (though advanc- 
ing knowledge may soon render even this up-to-date 
summary old-fashioned) ; outside this field, he has hardly 
stepped at all. He.does not discuss intermediary meta- 
bolism nor the schemes by which lactic acid, pyruvic 
acid, and the other substrates for his enzymes and co- 
enzymes are supposed to arise from the constituents of 
the food, nor the quantitative importance of the various 


chemical reactions in the energetic economy of the body. - 


It is interesting to see that this book hardly overlaps at 
all the ground covered in Dakin’s well-known monograph, 
‘‘Oxidations and Reductions in the Animal Body’? 
(1922), which was principally devoted to.schemes of the 
metabolic pathways, derived from studies of the fate of 
substances not completely destroyed in the body; almost 
nothing was known of the enzymes involved at that time. 


The present work is suitable, then, only for relatively 
advanced students and others immediately concerned with 
the oxidizing enzymes and coenzymes; to these, it may 
be unreservedly recommended as a clear, well-balanced 
picture of a confusing and complex subject. 
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